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PRACTICAL PLAN FOR LONG-TERM TREATMENT OF HYPERTENSION 


Sibley W. Hoobler, M.D., Ann Arbor, Mich. 


HE VASCULAR complications of hyper- 
tension depend on the interaction of 
three factors: height of blood pressure, 
duration of the elevation, and vulner- 
ability of the cardiovascular system. The first 
two factors are now partially controllable by drug 
therapy, and effective blood pressure reduction has 
been rewarded by a decreasing mortality rate in 
this disease. However, since no antihypertensive 
drug has yet been developed which does not have 
its share of disagreeable side-effects, one is natu- 
rally hesitant to embark on a program of blood pres- 
sure suppression unless there is a strong proba- 
bility that such a reduction will prolong life. It is 
therefore wise to classify patients in terms of prog- 
nosis and then to weigh the probable long-term 
benefit to be derived from treatment against the 
disabilities imposed on the patient by the side- 
effects of chronic suppressive treatment. An accu- 
rate knowledge of the duration and magnitude of 
the reduction in blood pressure achieved is ob- 
viously essential if we are to decide whether the 
benefits of therapy outweigh the disadvantages. 
In general, three classes of patients with essential 
hypertension can be identified. Group 1 consists 
of the persons with mild cases; they have quite 
labile blood pressures rarely exceeding a value of 
200/110 mm. Hg and have no evidence of serious 
cardiac, renal, or cerebral impairment. These indi- 
viduals have a benign immediate prognosis, al- 
though over a span of 15 to 25 years some of them 
can be expected to develop vascular lesions. Sup- 





Among 50 physicians responding to a 
questionnaire, 16 stated that they occasion- 
ally had a patient with hypertension take 
his own blood pressure at home and 3 said 
they often did so, if the patient was on a 
prolonged schedule of treatment with hypo- 
tensive drugs. Some physicians believed that 
it is unwise for the patient to know his own 
blood pressure, even when on therapy with 
the more potent drugs, but actual investiga- 
tion did not support this belief. Of 13 
patients interviewed, 4 said they did not like 
to take their own blood pressures and would 
not advise others to do so, but 9 were satis- 
fied with the program. It has obvious ad- 
vantages over the infrequent readings of 
blood pressure obtained under the conditions 
that usually prevail in a physician’s office. 
The frequent, regular taking of blood pres- 
sure is especially important if vigorous anti- 
hypertensive therapy is being given in severe 
cases. 











pressive therapy in these individuals must obvious- 
ly be limited to the milder forms such as the Rau- 
wolfia alkaloids, and, before the patient embarks 
on a life-long program of suppression, two criteria 
must be fulfilled: the treatment must clearly lower 
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pressure, and side-effects must be neg- 
is is accomplished best by careful follow- 
» of the blood pressure at repeated visits, repeated 
“vacations” from therapy to demonstrate that 
the suppressive action of Rauwolfia continues, and 
thereafter a regular program of annual or semi- 
annual physical examinations to be certain that the 
disease has not progressed to a more active stage. 
So far as side-effects are concerned, it is often over- 
looked that after two to three months of full doses 
medication may be continued with one-third to 
one-fifth the conventional doses, with demonstrable 
suppression of the blood pressure and with no rec- 
ognized side-effects. If the objectives of this long- 
term program, and particularly the semiannual fol- 
low-up, are explained to the patient from the start 
as a sort of insurance against further progression 
of his disease, no untoward “neurotic” or high blood 
pressure—dependent habit patterns may be expected 
to develop. On the contrary, the patient derives re- 
assurance and satisfaction from the fact that a long- 
term protective program has been instituted and 
tends to confide his concerns to his family physi- 
cian rather than carrying them within himself. 

Group 2 includes those patients whose blood 
pressure usually exceeds 200/110 mm. Hg but in 
whom no complications of vascular disease have 
been elicited. With these patients, particularly the 
younger ones, careful trial of Rauwolfia alkaloids 
represents the first step. If this is not successful, 
treatment with ganglionic blocking agents is intro- 
duced reluctantly and then only on a purely trial- 
and-error basis with the philosophy that if blood 
pressure reduction can be secured without disability 
this therapy may be of prophylactic value. If side- 
effects at a level of demonstrable control are seen 
to be disabling, treatment is withheld. It is im- 
portant that the patient initially understand the 
relatively benign nature of his illness and the fact 
that prescribing ganglionic blocking drugs is a 
matter of trial and error. If these agents prove un- 
successful, they may be then withdrawn without 
provoking undue anxiety and withheld until the 
regular semiannual checkup shows either a progres- 
sive rise in blood pressure or the development of 
a vascular complication. 

At the other extreme are the patients in group 3, 
who have blood pressure continuously exceeding 
220/120 mm. Hg and who are young and without 
complications or older and have had a cerebral or 
cardiac episode, show signs of renal deterioration, 
and have papilledema and/or retinal iiemorrhages 
and exudates. Experience teaches that the majority 
of these have an expected life span of less than five 
years if their blood pressure remains uncontrolled. 
Effective and sustained blood pressure suppression 
is mandatory. The random casual blood pressure 
determination in the physician’s office is insufficient 
to insure the degree of control necessary to prolong 
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life. Usually the Rauwolfia alkaloids are not suff- 
ciently effective, and either sympathectomy or gan- 
glionic blocking agents deserve trial. Our personal 
experience with Veratrum derivatives or hydrala- 
zine, alone or combined with reserpine, in this type 
of patient has not been as satisfactory as the imme- 
diate institution of mecamylamine therapy. 


Blood Pressure Taken at Home 


Since side-effects on this regimen are trouble- 


"some, it is necessary for both the patient and physi- 


cian to be assured that adequate blood pressure 
suppression has been achieved. For this reason I 
make it a rule that every patient about to embark 
on a ganglionic blocking program is equipped with 
his own sphygmomanometer and is asked to keep 
careful blood pressure records. Comparison of these 
findings with random office blood pressure readings 
has confirmed the observation of others’ that the 
latter are quite unreliable as a basis on which to 
construct a life-long program of suppressive treat- 
ment of the disease. 

Establishing such a rule has had two effects upon 
my practice. First, 1 have become much more 
selective in the use of ganglionic blocking agents, 
limiting their use largely to the indications cited 
above. Secondly, having made the decision, I take 
the patient fully into partnership, much as one does 
when the decision is made to give insulin to a 
diabetic. He is instructed in the short-term and 
long-term therapeutic objectives, the technical de- 
tails of dosage, bowel control, blood pressure 
measurement, and orthostatic hypotensive reactions. 
In much the same way as with the diabetic he is 
given a hopeful prognosis and encouraged to under- 
stand his disease and the suppressive nature of the 
treatment to be instituted. 

Experience with this regimen has led gradually 
to certain simplifications which make it possible to 
achieve long-term effective contro] in about 80% of 
cases without any major variation in the patient’s 
way of living.” The blood pressure is taken by a 
close relative or by the patient himself, with use of 
either of two improved types of blood pressure 
cuffs now available at moderate costs. Since it is 
sought to lower the blood pressure to a point 
reasonably above that in which orthostatic syncope 
may occur, I am particularly interested in the sys- 
tolic blood pressure after one minute of motionless 
standing. Since the systolic values with the patient 
sitting and recumbent as well as all diastolic values 
are interdependent and cannot be changed indi- 
vidually by therapy, I do not insist on the patient 
recording these values. Admittedly, the lowest 
readings possible are thus recorded, but this has a 
reassuring effect on the patient and serves as a use- 
ful guide to the physician in supervision of control. 
If the systolic blood pressure with the patient stand- 
ing is not reduced, none of the readings will be 
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and treatment is ineffective. On the other hand, if 
systolic pressures on standing fall much below 110 
mm. Hg, it is likely that the patient will have some 
orthostatic episodes. Since mecamylamine has a 
long duration of action and is usually prescribed 
twice daily, we ask the patient to take a morning 
and evening reading each day just prior to medi- 
cation. This record indicates respectively the de- 
gree of overnight effect of the preceding dose and 
the summation of the effects of the morning.dose 
on the day’s activities. The blood pressure cuff is 
kept at home, and readings before breakfast and 
supper conform to an early acceptable regimen. 
Since these readings are taken prior to the next dose 
of the drug, they carry the disadvantage of record- 
ing the least drug effect for the day, but occasional 
spot checks of the blood pressure at midday or 
when untoward symptoms appear keep track of 
these variations. 

The commonly held concept that the patient 
should not know his own blood pressure lest he 
worry about it is, I believe, no longer valid once it 
is accepted that we have medicaments which, if 
accurately used, can control his disease. The key to 
accurate usage is demonstrably efficient day-to-day 
control of the blood pressure. Contrary to my own 
initial impression and that of many physicians, | 
have found only rarely that such a home blood 
pressure program is unacceptable or that the patient 
given the means of measuring his pressures be- 
comes neurotic, discouraged, or tends to desert his 
family physician. I have found that office visits are 
much more satisfactory when a day-to-day record 
is kept and can be reviewed with the patient than 
when the physician must prescribe entirely on the 
basis of a single random blood pressure reading 
taken in a crowded office schedule. Furthermore, 
unexpected symptoms occurring at home such as 
neurological accidents, dizziness, headaches, dysp- 
nea and palpitation can be much more rationally 
explained when the blood pressure at the time of 
the occurrence is known. The collaboration between 
patient and physician has turned out to be most 
gratifying. It has been a constant surprise to ob- 
serve the way relatively untutored patients learn 
to record blood pressure and control their disease. 
Instead of creating anxious neurotics, this home 
therapy makes patients feel secure and confident 
that “something is being done” for them. 

In order to learn whether such a program con- 
forms to current practices in the management of 
cases of hypertension, a questionnaire was mailed 
to 140 internists selected at random, 78 from the 
state of Michigan and 62 from other states. Among 
others the following questions were proposed: 1. 
In private practice do you use ganglionic blocking 
agents in treatment of hypertension (often, occa- 
sionally, never )? 2. Do you have patients on therapy 
with the above drugs taking their blood pressure 
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in the home (often, occasionally, never )? The table 
presents the data collected from this survey. It 
illustrates that approximately half of the physicians 
queried use on occasion home blood pressure read- 
ings in control of cases of severe hypertension 
treated with ganglionic blocking agents. The major- 
ity of those who do not do so agreed with the 
suggested explanation: “believe it is unwise for 
patient to know own blood pressure even when on 
more potent drugs.” 

To obtain an evaluation of the validity of such 
an objection to home blood pressure readings, the 
cooperation of one of our assistant residents inter- 
ested in psychiatry was secured. Before the plan of 
home blood pressure control was proposed to them, 
he questioned each of 13 patients concerning his 
attitudes toward his disease and toward knowledge 
of his pressure readings. After a period of several 
months elapsed, each patient was reexamined. The 
details of this investigation will be reported else- 
where.* Of 13 patients 9 expressed satisfaction with 
the program. Four stated they did not like to take 
home blood pressures and would not advise others 


Results of Questionnaire to Michigan and Out-of-State 
Internists Concerning Use of Ganglionic Blocking 
Agents in Treatment of Hypertension® 

Michigan Out of State 


Use Ganglionic Blocking Agents No No 
OEE idusuebniennesenaaed - , 15 30 7 
I i i od = ae) Mi ~ is 
EN Sudiescodsasucsts batucwbe ds > 10 ; ( 
GREE. cccnnccsces 

Blood Pressure Taken at Home 
GENO Sescrnesnsccsavas + uteee . ; és 7. " 
Oceasionslly§ ........... : : Tt Fa 1 ‘ 
DE: sectladbidusciedsessnbecd ee 2s Ty | i 
No opinion ........ : 3 6 


“Internists queried’ Michigan, 78, %) replied; out of state, 62, 4 
replied. 


to do so. Despite good control, two were unhappy 
originally at the prospect of taking home blood 
pressures and reacted to the procedure with in- 
creased nervousness. The two other patients had 
had unsatisfactory blood pressure reduction. All of 
those favorable to the program had had a satis- 
factory response to therapy without incapacitating 
side-effects and had originally indicated that they 
wished to try recording their own blood pressures. 
There was no evidence of the development of 
any new neuroses dependent on high blood pressure 
in any of the patients, even among those dissatisfied 
with the program. It was concluded that if a pa- 
tient initially accepts the program of home blood 
pressure control and responds to any extent to 
treatment, he will be satisfied and will desire to 
continue it. 


Summary and Conclusions 


Hypertension varies widely as to prognosis, and 
treatment should be carefully devised to fit the case. 
All present drug treatment is suppressive only and 
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has as its sole objective continuous blood pressure 
reduction which, even in the present state of our 
ignorance, appears to be a worthwhile goal in most 
cases. Granted these objectives, the only feasible 
way to prove that one is controlling the blood 
pressure in the severe cases where this is mandatory 
is to have the patient record it in the home. This 
regimen not only is possible and easy with newer 
techniques but is the current practice of many 
physicians and should be encouraged. 


1313 E. Ann St. 
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The purposes of this paper are fourfold: (1) to 
reemphasize the importance of providing safe anal- 
gesia and anesthesia to obstetric patients, (2) to 
describe the various roles the general practitioner 
can play in providing such service, (3) to mention 
current concepts concerning this problem, and (4) 
to discuss briefly the agents and techniques pres- 
ently available. Comments will be made from the 
viewpoint of the general practitioner, regardless of 
the part he may play. Because of limitations of 
space the discussion will be limited to presentation 
of basic principles. A detailed exposition of all 
aspects of the subject may be found elsewhere. ' 


The Problem and Its Importance 


In the course of the last decade the importance 
of providing parturient patients with safe pain 
relief has won progressively increased recognition. 
In the understanding and the utilization of the 
principles of safe obstetric analgesia and anesthesia 
more has been accomplished in these 10 years than 
in the previous century.'* This is particularly true 
in the United States due to a number of factors. 
One of the most important of these is a striking 
increase in the number of hospital deliveries in this 
country, to the extent that over 85% of all births 
occur in the hospital where there is a trained nurs- 
ing staff and better facilities for analgesia and anes- 
thesia. Another very significant factor is the greater 
appreciation of problems by the modern expectant 
mother who, having been made more cognizant of 
the benefits of modern anesthesia by innumerable 
newspaper and magazine articles, radio and tele- 
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OBSTETRIC ANALGESIA AND ANESTHESIA IN GENERAL PRACTICE 
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An essential requisite for best results in 
obstetric anesthesia and analgesia is co- 
operation between physicians doing de- 
liveries and physicians giving anesthesia. The 
general practitioner participates in the ma- 
jority of deliveries in the United States; he 
therefore plays a significant part in determin- 
ing the quality of anesthetic care. It must 
cause the least possible disturbance to the 
bodily functions of the mother and infant. 
Psychological preparation of the mother is 
important. Medication to produce analgesia 
should not begin until uterine contractions 
occur not less than four minutes apart and 
last at least 35 seconds, with the cervix 
dilated to 3 cm. Sedatives must not be con- 
fused with analgesics and narcotics, and the 
respiratory effects of various drugs must be 
watched most carefully. There is no one 
method of anesthesia that is best for all 
obstetric patients. The several methods of 
general anesthesia, like the methods for 
regional anesthesia, have specific advan- 
tages and disadvantages. Some methods are 
more likely than others to delay the onset of 
spontaneous breathing in the infant, and it 
is the responsibility of the obsteric team to 
make sure that the infant is not harmed by 
hypoxia. 











vision programs, and discussions with friends, not 
only accepts but expects analgesia and anesthesia. 
The recent approbation of relief from pain during 














Vol. 165, No. 17 


labor and delivery by many of the world’s great re- 
ligious leaders has also furthered the cause of ob- 
stetric analgesia and anesthesia. 

But perhaps the most important factor has been 
the greater appreciation by the medical profession 
of its obligation to provide these patients with the 
best anesthesiologic service possible.*? There has 
been a recent trend to replace the archaic and 
malefic concept that obstetric anesthesia is a simple 
procedure that requires little or no skill with the 
modern view that its administration is often a com- 
plex and certainly a very important form of thera- 
peutics. This is so not only because two lives are 
involved instead of one but also because the usual 
mechanical and physiological problems of preg- 
nancy and the occasional obstetric or medical com- 
plications reduce the flexibility and margin of safety 
and indicate expert use of analgesics and anesthetics. 

Finally, though not of least importance among 
the factors that have provoked greater interest in 
obstetric analgesia and anesthesia, there have been 
the advances in medicine with consequent changes 
in concepts and practices. Better prenatal care and 
diet control, more widespread and proper applica- 
tion of forceps, increase in the number of cesarean 
deliveries, the advent of antibiotics, and the greater 
availability of blood have markedly reduced deaths 
due to infection, hemorrhage, toxemia, and other 
obstetric complications." Consequently anesthesia 
has been brought into sharper focus as a cause of 
complications and death. Physicians now fully real- 
ize that if maternal and fetal mortality and mor- 
bidity are to be reduced further, it is essential that 
women in labor receive better anesthesia than in 
the past. The trend to provide better anesthesia to 
obstetric patients has been further promoted by 
two other developments: the remarkable advances 
in surgery made possible by physician anesthetists 
and the great benefits derived therefrom by the 
surgical patient, and the significant decrease in 
maternal and fetal mortality in those obstetric de- 
partments where all of the patients are provided 
with physician anesthesiologic service. 


The Role of the General Practitioner 


The general practitioner, participating as he does 
in the majority of the deliveries in the United States, 
has a great interest in obstetric analgesia and anes- 
thesia. Consequently he can and should play a very 
significant role in providing American mothers with 


an optimal anesthesiologic service. His activities: 


may be in one of several directions. More frequently 
he manages the analgesia during the first stage of 
labor and then carries out the delivery while the 
patient is under the influence of anesthesia admin- 
istered by nonprofessional personnel. In other in- 
stances it is necessary for him to administer some 
form of regional anesthesia and then deliver the 
patient, who is usually managed by unskilled per- 
sonnel, Since, under both of these circumstances, 
he carries the full responsibility for the anesthetiza- 
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tion as well as the delivery, it is incumbent upon 
him to be well versed in all aspects of obstetric 
analgesia and anesthesia. Even in circumstances 
where the service of an expert anesthesiologist is 
available, it is essential for the generalist to be 
fully aware of the indications, advantages, disadvan- 
tages, and limitations of each method so that he can 
integrate his functions with those of the anesthesi- 
ologist. It needs to be stressed that the activities 
of each of these two physicians are so interdepend- 
ent that only out of their mutual understanding and 
their consideration for each other's problems can 
safe and comfortable childbirth be obtained. This 
is without doubt one of the most essential requisites 
for optimal results with obstetric analgesia and 
anesthesia. 

In a few instances the general practitioner is 
placed in the position of administering the anesthetic 
to a patient who is being delivered by someone else. 
Obviously, in order to discharge this important duty 
properly he needs a knowledge beyond the mere 
dropping of ether onto a mask, the performance of 
a spinal puncture, or the manipulation of an anes- 
thetic machine. I would like to stress that the 
general practitioner can make the most important 
contribution toward providing American mothers 
with safer anesthesia, if only he takes advantage of 
the opportunities that are presently available to him 

It is now being realized that, despite the un- 
precedented increase in the number of full-time 
anesthesiologists and their recent manifestation of 
greater interest in obstetric anesthesia, their num- 
ber is insufficient to provide professional anesthesia 
to the four million mothers who deliver each year 
in the United States.* Even if the growth of this 
specialty proceeds at the same rapid pace it has 
since World War II, there still will be a serious 
shortage of full-time anesthesiologists in 1965, when 
the predicted annual births will be over five mil- 
lion.'* The increasing appreciation of the problem 
and of the number of anesthetic complications and 
deaths related to this shortage together with the 
increasing demand for such professional services 
have provoked a great deal of thought, considera- 
tion, and work on the part of many interested indi- 
viduals and has resulted in the formation of a special 
committee. These informed physicians agree that 
the best solution to the problem is to encourage 
general practitioners to undertake formalized train- 
ing in obstetric anesthesia and then to devote part 
of their time to its practice. This is particularly 
important in smaller communities where the services 
of a full-time anesthesiologist are not available. To 
this end the American Society of Anesthesiologists 
and the American Academy of General Practice have 
cooperated in encouraging general practitioners to 
enter this field, and special courses ranging from 
two weeks to three months or longer have been 
made available. In addition to the economic advan- 
tage of such practice, the general practitioner will 
experience the satisfaction of providing a much- 
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needed specialized service to the most important 
segment of our population and to the future citizens 
of America. 


Basic Principles of Obstetric Analgesia 
and Anesthesia 


Regardless of what methods of analgesia and 
anesthesia are employed, certain basic principles 
must be acknowledged. The objective is to provide 
optimal relief of pain to the mother without unusual 
risk to her infant. The sine qua non of obstetric 
anesthesia should always be safety for mother and 
child. Unfortunately, it is only too true that relief 
from pain is always bought at a price exacted from 
the patient in the form of physiological and psycho- 
logical deviation or depletions. It is the primary 
mission of the physician to select indicated agents 
and techniques and employ them in such a manner 
as to cause the least degree of disturbance to the 
bodily functions of the mother and none to those 
of the infant. How effectively he discharges such 
a grave responsibility depends primarily upon his 
judgment, skill, and experience: these are the im- 
portant factors in obtaining optimal results in this 
field, and they are more important than the agents 
used. 

No anesthetic agent or technique offers such 
superior advantages over others that it can or should 
be employed in all cases. Therefore, the patient 
should never be forced to accept a technique unless 
unusual circumstances exist which preclude the 
use of all other methods. The type of analgesia and 
anesthesia must be tailored to the needs of the indi- 
vidual patient. There are many factors which must 
be considered in the selection of methods that will 
provide the best results: the physiological status, 
psychological make-up and desires of the mother; 
the condition of the infant at the time of delivery; 
the obstetric requirements for the delivery; whether 
complications exist; the personality, experience, 
skill, and practices of the physician who is to per- 
form the delivery, as well as his concepts concerning 
obstetric anesthesia; and the environment and facili- 
ties available to the anesthetist. 

All systemic agents, whether administered by in- 
halation, intravenously, or enterally, cross the pla- 
cental barrier and may affect the infant adversely; 
all drugs that depress the mother’s vital mecha- 
nisms will also depress those of the infant. Tech- 
niques that may cause hypotension create the 
hazard of hypoxia of the infant as well as of the 
mother. 

No form of analgesic or anesthetic should be 
administered unless equipment for administering 
oxygen and performing resuscitation is available. 
These include means for ventilating the patient, an 
artificial airway (preferably endotracheal tubes), 
negative suction apparatus for aspiration of mucus, 
vomitus, or blood, and tables that can be rapidly 
maneuvered into the Trendelenburg position. 
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One of the most basic considerations in obstetric 
analgesia and anesthesia is the proper mental, psy- 
chological, and physiological preparation of the 
mother. It is generally acknowledged that the patient 
of today deserves and will reap great benefits from 
the time and effort spent by her physician in inform- 
ing her (and her husband) about the course of 
events of pregnancy. This can be accomplished dur- 
ing the prenatal visits to the office or, as some phy- 
sicians prefer to do, it can be done by having 
monthly group information periods which are at- 
tended also by the husbands. During these periods 
information is disseminated verbally and by such 
aids as slides, motion pictures, manikins, and charts. 
This form of reeducation is of inestimable value in 
freeing the expectant mother from misconceptions, 
superstitions, false beliefs, and fears instilled into 
her by misinformed relatives and friends or by im- 
proper teachings. Most important in the mental 
preparation of the obstetric patient is the physician’s 
manifestation of friendship and sympathetic under- 
standing, his kindness and reassurance, and other 
human qualities which comprise the “art” of medi- 
cine and enhance the development of rapport. An 
optimal physician-patient relationship and complete 
confidence in the doctor are potent forces in re- 
lieving pain and enhancing the action of analgesics. 

During one of these prenatal visits analgesia and 
and anesthesia should be discussed in some detail, 
and the advantages, disadvantages, and limitations 
of each technique should be indicated. If the anes- 
thetic is to be administered by another physician, it 
would be of inestimable value to have the patient 
discuss the problem with him during the prenatal 
visit. While the marked shortage and instability of 
physician anesthetists make this impractical at the 
present time, it is something that should be consid- 
ered for future practices. 

Although the physician may indicate what tech- 
nique he considers preferable, great caution should 
be exercised in promising the patient either a spe- 
cific method or painless labor. The patient should 
rather be assured that there are many means avail- 
able for relieving pain and that all efforts compatible 
with safety will be made to lessen the discomfort. 
If he does otherwise, the physician risks loss of the 
patient’s confidence, with consequent development 
of tension, anxiety, and fear should the planned 
method of pain relief fail or should unforeseen cir- 
cumstances preclude its use. 

To enhance the psychological preparation of the 
patient further everyone that participates in the 
hospital care of the patient—from the admission 
clerk to the house staff—should be inculcated with 
the importance of a friendly, reassuring attitude. 
Everyone should bring the patient a quiet, consid- 
erate humanity and instill a confidence and security 
based upon the conviction that everything possible 
will be done to relieve her of her discomfort and to 
make possible safe delivery of a healthy child. The 
obstetric nurse, by the very nature of her work and 
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her close association with the patient during the 
most emotionally critical phase of the pregnancy, 
holds the key to either success or failure for this en- 
tire program. A warm, sympathetic attitude, reas- 
surance, prompt response to requests, together with 
the efficient discharge of the physician’s orders, will 
do a great deal to allay fears, instill confidence, and 
consequently enhance the objectives of analgesia. 

A few words concerning the physical preparation 
of the patient for analgesia and anesthesia: she 
should be specifically instructed to refrain from eat- 
ing solid foods after active labor begins. It will 
prove profitable to explain to her that labor and 
medication markedly interfere with digestion and 
absorption and delay gastric emptying to such an 
extent that partially digested food may remain in 
the stomach for as long as 12 hours. The hazards 
of regurgitation or vomiting and consequent aspira- 
tion of stomach contents into the tracheobronchial 
tree cannot be overemphasized. In a recent survey 
this complication was the most frequent (over 50% ) 
cause of death and one of the primary etiological 
factors of maternal and fetal hypoxia.” 


Analgesia During Labor 


Relief from pain during the first stage of labor 
can be effected by psychological means either alone 
or in combination with pharmacological agents. The 
latter may be categorized into two major groups: 
systemic drugs and regional analgesics. The sys- 
temic drugs in common use include narcotic anal- 
gesics, barbiturates, scopolamine, inhalation agents, 
and rectal preparations. The regional techniques 
presently employed for this purpose are saddle 
block and continuous caudal and continuous epi- 
dural block. 

The judicious application of one or more of these 
methods is of great value to relieve pain, allay 
apprehension, and obviate emotional turmoil during 
the first stage of labor. The important role of psycho- 
logical aids in obtaining these desiderata has been 
mentioned. Unfortunately, limitation of space will 
not permit a discussion of the use of the psychoso- 
matic approach of Grantly Dick Read as a sole 
method of management.* Suffice it to state that 
when properly carried out under ideal conditions 
the Read method is sufficient for a number of multi- 
parous and some primiparous patients. The prepara- 
tion of the mother as recommended by Read may 
have a strong positive suggestive effect in producing 
relaxation and in decreasing pain, just as fearsome 
tales of agony may increase it. Small doses of meper- 
idine (Demerol) or other potent analgesic may 
prove a very effective adjunct should discomfort 
become extreme. Even in those patients in whom 
the method partially fails, it is of value because 
they will require much smaller amounts of analgesic 
and anesthetic drugs. 

The purpose of the use of drugs during the first 
stage of labor is to produce sedation and amnesia 
and to effect a degree of analgesia for the mother 
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without coincidental depression of vital functions 
or disturbances of the homeostatic mechanism of 
either mother or infant. The judicious use of these 
agents enhances the preanesthetic preparation of the 
mother and makes possible a more rapid induction, 
a more controllable maintenance, and a more pleas- 
ant emergence. It is obvious that the plan for using 
these drugs should be correlated with the plan of 
anesthesia and should take into consideration the 
existence of such complications as prematurity and 
postmaturity, systemic diseases of the mother, hem- 
orrhage, the presence of toxemia, and the character 
of the labor, The importance of individualizing the 
dose, the route, and the frequency of administration 
of the selected drugs or drug combinations cannot 
be overemphasized. 

It is important to remember that none of the 
chemical agents used at the present time to provide 
analgesia during the first stage of labor is devoid 
of side-effects. Although there are many other 
etiological factors that cause the more than 100,000 
perinatal deaths in the United States yearly, the 
misuse of drugs during the first stage of labor con- 
stitutes one of the most important causes. Unde- 
sirable side-effects can be minimized only by the 
careful selection of the drug of choice for a specific 
effect and by its administration in optimal doses and 
at the proper time.” By definition, the optimal dose 
is the amount of drug which will provide the desired 
beneficial effects (in this case the relief of pain, 
sedation, and amnesia) with a minimal degree of 
undesirable side-actions. The determination of the 
optimal time for starting medicinal analgesia de- 
mands astute judgment which can only be garnered 
from experience. A common grievous error is to 
initiate it too early and hence to delay the course of 
labor. One rule should be absolute: such medication 
should never be started until positive proof exists 
that the cervix is showing progressive effacement 
and dilatation. Uterine contractions should occur 
at regular intervals of not longer than 3 to 4 minutes 
and should last 35 to 45 seconds, and the cervix 
should be dilated 3 cm. 

The recent trend is to employ a balanced type of 
analgesia which entails the use of several drugs that 
produce a summated or potentiated therapeutic 
effect by entirely differing mechanisms. In this way 
one can employ smaller doses of constituent drugs 
to produce greater therapeutic effect with fewer or 
less severe undesirable actions. 

Barbiturates are preeminently hypnotics and 
sedatives and should be employed specifically for 
this purpose during the early phases of labor in 
combination with analgesic agents. In order to 
avoid prolonged depressant effects on the mother 
and infant, short-acting barbiturates such as pento- 
barbital sodium (Nembutal) or secobarbital (Seco- 
nal) should be used in doses ranging from 50 to 
200 mg. (% to 3 grains). Larger doses produce 
marked respiratory depression of the mother and 
infant and prolong labor. 
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Narcotic analgesics produce relief by decreasing 
or inhibiting the perception of pain, altering the 
psychological reaction associated with such per- 
ception, and inducing lethargy or sleep.* In equiva- 
lent analgesic doses most of these drugs produce 
similar undesirable effects, including respiratory 
depression, nausea, vomiting, interference with 
normal mechanism of labor, and decreased uterine 
irritability. Narcotics are best employed with sco- 
polamine. The use of these drugs should be post- 
poned until the pain is moderate to severe and the 
cervix is considerably effaced and dilated about 
3 to 4 cm. If labor is progressing rapidly, especially 
in multigravidas, these drugs should be omitted 
because their peak depressant effect may not have 
disappeared by the time the baby is delivered. In 
any case narcotics (alphaprodine [Nisentil] ex- 
cepted) should not be administered within two 
hours of the predicted time of delivery. The optimal 
dose of morphine is 10 mg.; of meperidine, 50 to 75 
mg.; and of alphaprodine, 40 mg. Larger amounts 
merely increase the respiratory depression without 
commensurate increase in analgesia. These drugs 
should not be used in premature labor because the 
hazard of fetal respiratory depression is increased. 

Nalorphine (Nalline) and levallorphan (Lorfan ) 
as narcotic antagonists have enhanced the role of 
narcotic analgesics in managing the first stage of 
labor. These drugs have a marked ability to prevent 
or promptly diminish or abolish respiratory depres- 
sion and many of the other actions of narcotic anal- 
gesics without affecting uterine tone, the progress 
of labor, and the postpartum course. Intravenous 
administration of 10 to 20 mg. of nalorphine or 1 to 
2 mg. of levallorphan to patients who have received 
large doses of narcotics during the first stage of 
labor reduces neonatal respiratory depression. In- 
fants who exhibit marked respiratory depression or 
apnea as a consequence of the administration of 
narcotics to the mother can be effectively treated by 
the injection of 0.2 to 0.4 mg. of nalorphine or 0.02 
to 0.04 mg. of levallorphan diluted in 2 cc. of iso- 
tonic sodium chloride solution into the umbilical 
vein. It should be stressed that these antagonists 
are not effective in preventing or abolishing de- 
pression due to barbiturates, general anesthetics, 
non-narcotic agents, or intracranial disorders. More- 
over, when these drugs are administered to indi- 
viduals who have not received narcotics, they 
produce depression. Therefore, they should not be 
used in such instances lest they aggravate the de- 
pression. 

Scopolamine has the specific power of producing 
amnesia, of augmenting the sedative and hypnotic 
effects produced earlier and to a lesser degree by 
the barbiturates, and of drying secretions. The 
optimal dose of this drug is 0.3 mg. (1/200 grain) 
repeated at one-hour to two-hour intervals. When 
larger doses than 0.3 mg. are given the benefit from 
the increased amnesia is more than offset by the 
discomfort from the marked dryness and by the 
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disorientation produced by such large doses. The 
combination of large doses of scopolamine and mor- 
phine to produce twilight sleep has come into dis- 
favor among many clinicians because of the marked 
restlessness and increased neonatal mortality which 
resulted from the cumulative effects of the drugs. 
Chlorpromazine (Thorazine) and promethazine 
(Phenergan ) relieve apprehension and anxiety, pro- 
duce sedation, potentiate analgesics, and decrease 
the incidence of postanesthetic nausea and vomiting. 
Through its effects on the autonomic nervous sys- 
tem chlorpromazine may produce hypotension, 
which may become a serious problem if extensive 
vasomotor paralysis is induced by spinal, caudal, or 
epidural block. For this reason the use of chlorpro- 
mazine should be avoided in patients who are to be 
managed with these forms of conduction anesthesia. 
Nitrous oxide and trichloroethylene (Trilene ) may 
be administered (by the patient or the anesthe- 
siologist ) during the first stage of labor. Gas should 
be inhaled at the very onset or even in anticipation 
of each uterine contraction in order that an ade- 
quate blood concentration of the drug is obtained 
during the peak of the contraction. Conduction 
techniques may also be used very effectively during 
the first stage of labor and then continued for the 
delivery. These will be detailed subsequently. 


Anesthesia for Delivery 


At the risk of belaboring a point already stressed, 
it should be stated there is no particular anesthetic 
technique or agent which is best for all obstetric 
patients. Let it be remembered that each agent and 
technique has its specific indications and advan- 
tages, as well as certain inherent hazards which 
must be considered in order to select the optimal 
method for each patient. Some important considera- 
tions include the following’: a history of a recent 
meal indicates regional anesthesia; hypovolemia 
contraindicates techniques which entail extensive 
vasomotor block (spinal or extradural); a patient 
with dyspnea, whether due to low cardiac or res- 
piratory reserve, should not be permitted to make 
strong expulsive efforts, but should be managed 
with saddle, continuous caudal, or epidural block; 
a tightly contracted uterus can only be relaxed 
with deep general anesthesia; cervical dystocia can- 
not be mitigated with any method of anesthesia, 
even deep general anesthesia; if labor is really well 
established no drug, including morphine, will stop 
it; and no method of pain relief will improve the 
length or strength of uterine contractions. 


General Anesthesia for Delivery 


Inhalation Anesthesia.—Inhalation anesthesia at- 
fords the following distinct advantages: greater con- 
trol of depth and duration of anesthesia; retrieval 
of the agent without residual effect on body tissues; 
rapid, smooth induction; and quick recovery. Since 
inhalation anesthetic agents undergo no chemical 
or physical change in their passage through the 
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other, the placenta, or the fetus, they possess the 
vantages of lability of action and reversibility of 
effect on the parenchymatous structures of the 
mother and baby. Certain obstetric complications, 
such as tetanic contractions of the uterus, Bandl’s 
contraction ring, and internal version can only be 
mitigated by producing transient, deep anesthesia 
with an inhalation agent. Spinal, caudal, epidural, 
or other regional anesthetic techniques and muscle 
relaxants are of no value in coping with these 
obstetric problems. 

Among the disadvantages of inhalation anesthesia 
are the difficulty of the induction of anesthesia in 
patients who have been improperly prepared, the 
frequently caused nausea and vomiting, depression 
of respiratory and other bodily functions, and the 
danger of aspiration of stomach contents. This 
method is, therefore, contraindicated in patients 
who have recently eaten, in those with acute infec- 
tion or other pathology of the respiratory tract, and 
in those with severe diabetes, kidney or liver disease, 
or toxemia of pregnancy. It should not be used for 
the delivery of premature infants nor in patients 
who have received heavy premedication during the 
first stage of labor. 

For optimal results with this method the patient 
should have proper premedication, and if she has 
not received scopolamine within one hour of the 
delivery she should be given atropine 0.4 mg. 
(1/150 grain) intravenously just prior to the induc- 
tion. It is most essential to avoid respiratory ob- 
struction by the use of an artificial airway if neces- 
sary. The concentration of oxygen should never be 
less than 25% lest the patient and her infant sustain 
deleterious effects from hypoxia. A soda-lime ab- 
sorber must be used with all inhalation anesthetic 
mixtures in order to eliminate carbon dioxide. The 
only exception to this rule is in the use of trichloro- 
ethylene, which is decomposed by soda lime. If the 
synergistic action of heavy preanesthetic medication 
and the anesthetic agent depress the respiration, it 
is essential to assist the ventilatory efforts of the pa- 
tient so as to assure adequate gaseous exchange. 

Since even with the use under optimal conditions 
of such potent agents as cyclopropane transition 
from first-stage to third-stage anesthesia consumes 
several minutes, it is extremely important that the 
obstetrician refrain from stimulating the patient by 
examining her or applying forceps during the induc- 
tion phase. Such premature stimulation markedly 
interferes with the induction and may even result in 
the production of laryngospasm and bronchospasm. 
This is without doubt one of the most common and 
most grievous errors made by some physicians dur- 
ing vaginal delivery. Another common error is appli- 
cation of vigorous suprafundic pressure with 
consequent increase in intra-abdominal pressure. 
This not only interferes with cardiovascular and res- 
piratory dynamics but is also apt to cause regurgita- 
tion of gastric contents with the possibility of 
aspiration into the tracheobronchial tree. 
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Nitrous Oxide—Oxygen.—Nitrous oxide is very use- 
ful for the delivery as well as for the first stage of 
labor. Just before the delivery a mixture containing 
75% nitrous oxide and 25% oxygen is administered 
At the very onset or just prior to the uterine contrac- 
tion the patient is instructed to take three deep 
breaths and then to bear down. As soon as the con- 
traction ceases the mask is removed and the patient 
allowed to breathe room air. The patient should 
receive constant encouragement and _ instructions 
from one of the individuals in the room. Everyone 
else should refrain from talking to the patient, lest 
she become confused and uncooperative. When the 
patient is ready to deliver, the mixture is admin- 
istered continuously; and if the patient has been 
properly premedicated this may be sufficient for 
the second and third stages of labor. However, in 
most instances it will be necessary to introduce a 
more potent agent such as cyclopropane or ether. 
This is especially so if forceps or version extraction 
is to be performed. For these conditions the patient 
needs to be under sufficiently deep anesthesia for 
perineal relaxation to be effected. After the infant is 
delivered the anesthesia is lightened and maintained 
in the first plane for the repair of the episiotomy. 

Cyclopropane.—Cyclopropane is the best inhala- 
tion anesthetic available for vaginal delivery be- 
cause it affords the following advantages: it has a 
pleasant, rapid induction and emergence; it permits 
the use of high concentrations of oxygen; and it 
produces no ill-effects on parenchymatous struc- 
tures. Its potency and lability of action afford a 
flexibility in its administration which cannot be 
duplicated by any other agent. Its chief disadvan- 
tages are its potential inflammability and explosive- 
ness, an occasional production of disturbance of 
cardiac rhythm, and a tendency to produce mild 
maternal and fetal respiratory depression when 
anesthesia is carried deeper than the first plane of 
the third stage. 

Diethyl Ether.—Diethy] ether remains a very use- 
ful anesthetic agent because of its low cost, porta- 
bility, ease of administration, and a margin of 
safety wider than that of any other inhalation agent. 
Since induction with ether is slow and unpleasant, 
it is best employed after induction with nitrous 
oxide, cyclopropane, vinyl ether, or one of the other 
more pleasant and rapid-acting agents. If the open- 
drop technique is used, it is necessary to insufflate 
300 to 500 cc. of oxygen per minute under the mask 
in order to avoid hypoxia. Diethyl ether produces 
the highest incidence of nausea and vomiting, irri- 
tates the respiratory tract, disturbs acid-base bal 
ance, and produces effects on the kidneys. It is 
therefore contraindicated in patients with acute 
respiratory infection, pulmonary disease, acidosis, 
diabetes, kidney disease, or increased intracranial 
pressure. 

Intravenous Anesthesia.—Intravenous administra- 
tion of thiopental (Pentothal) sodium or thiamylal 
(Surital) may be employed in combination with 
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nitrous oxide to produce a rapid induction during 
vaginal or abdominal delivery. It should be stressed 
that an appreciable amount of the drug passes 
through the placenta in 5 to 6 minutes and equilib- 
rium between maternal and fetal circulation is 
established within 10 to 12 minutes. It is therefore 
necessary to restrict the use of this method to those 
patients who will deliver not later than seven or 
eight minutes after the onset of administration. Its 
use is not recommended for the occasional or inex- 
perienced anesthesiologist. 


Regional Anesthesia for Delivery 


In recent years there has been a significant in- 
crease in the use of regional analgesia and anesthe- 
sia for labor, vaginal delivery, and cesarian sections. 
This has been due to the advent of better local 
anesthetics, improvements in techniques, availa- 
bility of more physicians who are skilled in their 
administrations, and, most important, appreciation 
of the advantages this method affords to the mother, 
infant, and obstetrician. The outstanding benefit of 
regional anesthesia in obstetrics is the absence of 
respiratory depression and other systemic effects 
deleterious to both fetus and mother. This feature 
is particularly important for the premature or im- 
mature fetus, or whenever obstetric complications 
cause fetal distress. Regional anesthesia also pro- 
vides the mother with many benefits. It precludes 
the danger of the aspiration of gastrointestinal 
contents into the tracheobronchial tree, and _ is 
therefore especially indicated in mothers who have 
ingested food within a short period before the onset 
of labor. Because uterine tone is maintained, blood 
loss is less than with general anesthesia. Moreover, 
there is less nausea and vomiting and general mor- 
bidity. Finally, but not least important, this method 
permits the mother to be awake during the delivery 
to experience the pleasure of actively participating 
in the actual delivery and to see her child as soon 
as it is born. 

Pudendal Block.—The benefits described above 
can be obtained to a maximum degree with puden- 
dal block, with the use of which analgesia is usually 
adequate, the uterus fully retains its tone and re- 
tracts promptly, and the infant cries lustily on 
delivery. Unless the block is followed by drug 
reaction, it has no deleterious effects whatever on 
the fetus or the mother. The disadvantages of this 
technique are that it is more difficult and time- 
consuming to execute, it is followed by a higher 
percentage of failures than saddle block, and it does 
not provide relief from uterine contractions. Com- 
binations with paracervical block or with trichloro- 
ethylene, nitrous oxide, and other analgesics have 
proved effective in diminishing or eliminating the 
pain of uterine contractions. 

Spinal Conduction Anesthesia.—In addition to the 
aforementioned advantages, spinal block in the form 
of subarachnoid, caudal, and epidural block offer 
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the mother other benefits. By effecting the “con- 
tinuous” technique these may be employed to pyro- 
vide complete analgesia for the first stage of labor 


_and anesthesia for the second and third stages 


without depression to the infant's condition. The 
intense perineal relaxation facilitates operative in- 
tervention and thus diminishes the hazards of de- 
livery for both mother and infant. These methods 
are especially indicated in delivery of the occiput 
posterior, the large baby in transverse arrest, and 
in multiple births. Moreover, the analgesia may be 
extended should cesarean section become necessary. 
In order to obtain all the aforementioned advan- 
tages of these techniques it is necessary to realize 
some of their limitations, disadvantages, and compli- 
cations. Obviously this method is not applicable to 
all obstetric patients. Many uncomplicated cases 
may and should be treated with general analgesia 
and anesthesia. The administrator must be skilled 
not only in the execution of the block but also in 
the management of the patient. Since severe hypo- 
tension occasionally occurs as a result of vasomotor 
block, it is essential to observe the patient closely 
and to treat this complication promptly lest it pro- 
duce hypoxia of the infant as well as of the mother 
with possible serious consequences. The blood pres- 
sure should be measured every 2 minutes during the 
first 10 minutes after the block is executed and 
every 5 minutes thereafter. Hypotension (90 mm. 
Hg systolic or lower) should be treated promptly 
by administering 20 mg. of ephedrine, 2 mg. of 
methoxamine (Vasoxyl), or equivalent doses of 
other vasopressors intravenously. This should then 
be complemented with an intramuscular dose of 
the vasopressor and with oxygen. Oxygen should 
be administered with all regional techniques, 
especially during the delivery. It should be stressed 
that most of the fatalities with these techniques 
have been due to improper management of the 
patient after the block has been completed. Be- 
cause of the concomitant vasomotor paralysis, 
spinal, caudal, or epidural techniques should be 
avoided in abruptio placenta or placenta praevia 
because they may aggravate the hemorrhage and 
produce shock. In addition these techniques should 
be avoided in patients who have hypovolemia due 
to marked anemia, shock, or any other cause. 
Saddle Block.—Subarachnoid block is the quick- 
est and one of the most effective methods for pro- 
viding obstetric analgesia and anesthesia. During 
the past decade many reports have been published 
containing accounts of its successful use in well 
over a million patients without serious complica- 
tions. The popularity of this technique is due to the 
simplicity of induction; the rapidity, certainty, and 
duration of action; and the minimal side-effects. Its 
disadvantages are those of spinal anesthesia in 
general, the most important being hypotension and 
postanesthetic cephalgia, which seem to occur more 
frequently in obstetric patients than in surgical 
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patients. Since the technique of saddle block with 
dibucaine ( Nupercaine ) or tetracaine ( Pontocaine ) 
provides analgesia for three to four hours it may be 
used to great advantage for the first stage of labor 
as well as for terminal anesthesia. For this purpose 
it is best to administer the block when the cervix is 
dilated 8 to 9 cm. in primiparas and 6 to 7 cm. in 
multiparas. In America, spinal anesthesia is also the 
most widely used method for cesarean section. The 
continuous spinal analgesia as formerly used for 
either vaginal delivery or cesarean section has been 
virtually abandoned. 

The precautions concerning blood pressure and 
the administration of oxygen are especially im- 
portant with this technique. It is well to remember 
that one half or less of the dose of spinal anesthesia 
as usually given to nonpregnant women is sufficient. 
Thus 2.5 to a maximum of 5.0 mg. of dibucaine or 
tetracaine are very adequate for vaginal delivery. 
Overdose is the most common cause of serious 
complications following spinal anesthesia in preg- 
nant women. This technique is contraindicated in 
patients with known or suspected diseases of the 
central nervous system, syphilis, mental problems, 
history of neurological sequalae following previous 
spinal anesthesia, obvious hemorrhage or shock, and 
in those in whom uterine relaxation is required. 

Caudal Block.—Recently there has been a trend 
toward more widespread use of single and con- 
tinuous caudal block in those localities where 
specialists in anesthesiology provide services to 
obstetric patients. When skillfully administered to 
properly selected patients it provides almost ideal 
conditions for both mother and infant. Continuous 
caudal block is particularly good for those handi- 
capped with severe heart disease, pulmonary tuber- 
culosis, acute respiratory infections, metabolic 
disease, diabetes mellitus, toxemia, and nephritis, 
since it protects the mother from the stress and 
strain of labor and also protects the infant. 

The disadvantages of caudal as well as epidural 
block are that they require greater skill and ex- 
perience to administer properly, increase the inci- 
dence of forceps deliveries, and may prolong labor. 
The last is prone to occur if the block is started 
too early. This is one of the most frequent mistakes 
made by oversolicitous physicians who complicate 
the management of labor in order to fulfill their 
promises to the patient that she will have no pain 
during labor. These procedures should not be 
started until uterine contractions occur at 3-minute 
intervals or less and last 35 to 40 seconds or more 
and the cervix is dilated at least 3 cm. in multiparas 
and 5 cm. in primiparas. 

The dangers inherent in these techniques are 
infection and inadvertent spinal injection. The lat- 
ter is a most serious complication which makes it 
mandatory that the physician who executes caudal 
or epidural anesthesia have experience and be 
skilled in their administration; these procedures 
should be avoided by the occasional anesthetist. 
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Spinal Epidural Block.—In recent years the use of 
spinal epidural block for obstetrics has been re- 
ported with increasing frequency." For both vaginal 
and abdominal delivery it provides all the benefits 
of caudal and saddle block without many of their 
disadvantages. It offers two significant advantages 
over caudal anesthesia: first, less volume of the 
solution is needed, and, second, in the hands of an 
operator who can perform each of the two tech- 
niques with equal dexterity, the incidence of failure 
is less with the lumbar epidural technique than 
with the caudal because anomalies are less frequent 
in the lumbar spine than in the sacrum. In addition 
spinal epidural block produces subjective relief of 
labor pains more rapidly than when the solution is 
injected by the caudal route, probably because the 
site of injection is nearer to the sensory pain fibers 
of the uterus. On the other hand, it is more difficult 
to master and may involve more serious complica- 
tions since in the lumbar region it is easier to enter 
the dura accidentally than when the needle is in- 
serted through sacrococcygeal hiatus 


Resuscitation of Newborn Infants 


One of the major responsibilities of the obstetric 
team is, of course, to facilitate the initiation and 
maintenance of ventilation in the newborn infant. 
In addition to proper preanesthetic and anesthetic 
management the physician performing the delivery 
has the duty of clearing the infant's airway as soon 
as the head is delivered and immediately there- 
after. Extreme gentleness must be exercised in 
placing the tip of the Asepto syringe or other aspira- 
tive equipment with stiff tip in the throat or larynx 
of the infant, lest lacerations of the mucosa and 
edema result. The infant should be held in a head- 
down position during the first few minutes to facili- 
tate the drainage of secretions from the tracheo- 
bronchial tree into the pharynx. Should the infant 
have a great amount of secretion, it is well to sus- 
pend it by its feet and hyperextend the head in 
order to place the trachea in line with the pharynx 
and mouth, thus greatly facilitating drainage. It is 
recommended that the infant be held below the 
placental level prior to clamping the cord to facili- 
tate the normal passage of blood from placenta to 
baby. 

If the infant's condition is depressed, proper re- 
suscitation must be accomplished. Resuscitation 
should be instituted if (1) the heart rate is below 
100 or above 160 per minute or irregular for 60 
seconds or more, or (2) if the infant fails to breathe 
spontaneously within one minute of birth.” Apnea 
results in hypoxia and retention of carbon dioxide, 
which rapidly progress to severe degrees. Since 
these further markedly depress the respiratory cen- 
ter and other vital functions, it is essential to correct 
them promptly. 

The basic principles of resuscitation are (1) im- 
mediate aspiration of all secretions from the air 
passages and stomach, (2) administration of oxygen 
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and elimination of carbon dioxide, (3) gentle and 
minimal handling, (4) maintenance of body tem- 
perature, and (5) prevention of infection. In addi- 
tion narcotic antagonists may also be administered 
if the depression is definitely known to be due to 
narcotic analgesics. Infants with minimal depression 
have good muscle tone and require only aspiration 
of secretions and adequate ventilation. Although 
many mechanical ventilators are available, the 
simplest and most inexpensive and at the same time 
one of the most effective methods is the use of an 
infant anesthetic mask, canister, and bag connected 
to a small tank of oxygen by means of a regulator. 
The mask is applied to the infant’s face and the bag 
filled with oxygen is squeezed intermittently until 
the infant establishes spontaneous respiration. 
Since the depressed infant already has an increased 
carbon dioxide tension in the blood, gaseous mix- 
tures containing carbon dioxide, such as carbogen, 
should not be used because these aggravate rather 
than relieve the respiratory and circulatory de- 
pression. 

It is essential to assure an unobstructed airway 
by extending the head and, if necessary, by insert- 
ing a small oropharyngeal airway. Occasionally 
some of the oxygen enters the stomach and needs 
to be aspirated with a small catheter. Endotracheal 
intubation is only necessary in infants with pro- 
found depression and muscular flaccidity who thus 
require prolonged ventilation. If a mechanical ven- 
tilator is employed it is essential that the operator 
insure that the infant has an unobstructed airway. 
Should the obstetric team be remiss and have no 
means of ventilating the infant, mouth-to-mouth 
insufflation may be used. It should be remembered, 
however, that this method carries serious risk of 
infection” and that the expired air contains only 
14.5% oxygen. Other old methods of resuscitation 
requiring manual manipulation such as Sylvester's, 
Schultze’s, and Byrd’s, and rhythmic compressions 
of the chest are totally ineffective and often in- 
jurious.’ 

The use of contrast baths or traumatic physical 
stimulation by spanking, swinging, or other archaic 
methods is to be condemned. The use of these and 
of medullary stimulants, such as nikethamide (Cora- 
mine), alpha-lobeline, picrotoxin, and pentylene- 
tetrazole (Metrazol) not only are valueless but are 
actually detrimental to the infant. These central 
nervous system stimulants increase the oxygen need 
of the body in the presence of already inadequate 
oxygen intake and thus aggravate the anoxic state 
ef the infant. 

Summary 


The provision of analgesia during the first stage 
of labor and anesthesia for the delivery is one of the 
physician’s most important obligations to obstetric 
patients. Since the general practitioner participates 
in the majority of deliveries in the United States, 
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this aspect of medical practice is of particular in- 
terest to him. Regardless of whether he delivers the 
patient, administers the anesthetic, or both, it is 
essential that he have adequate knowledge of the 
various methods of pain relief that are presently 
available. 

In selecting the optimal methods and drugs, it is 
essential to consider many factors, including the 
physical and mental status of the mother, the 
condition of the baby, the presence of obstetric 
and medical complications, the experience and the 
practice of the physician performing the delivery, 
and, most important, the ability and experience of 
the individual administering the anesthetic. There 
are many techniques and drugs available that fulfill 
the requirements of each individual case. Due con- 
sideration must be given not only to the advantages 
of each method but to the disadvantages, the po- 
tential hazards and complications. 

Relief of pain during the first stage may be 
effected by psychological preparation of the mother, 
the use of certain systemic drugs, inhalation anal- 
gesic agents, and/or conduction methods. Any of 
the general or regional anesthetic methods may be 
used effectively to produce anesthesia during de- 
livery. Proper application of these methods will 
provide optimal pain relief with minimal or no 
effects on the mother and infant. However, should 
the infant’s condition be depressed, it is the respon- 
sibility of the obstetric team to institute resuscitative 
measures. 

315 S. K St. (5). 
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COMPARISON OF REGIONAL AND GENERAL ANESTHESIA IN OBSTETRICS 


WITH SPECIAL REFERENCE TO TRANSMISSION OF CYCLOPROPANE ACROSS THE PLACENTA 
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Iris Weiss, B. S., New York 


During the past eight years, cyclopropane has 
been found to have many advantages as an obstetric 
anesthetic agent at the Sloane Hospital for Women. 
The speed of induction, the quick controllability of 
depth of anesthesia, and the possibility of ample 
oxygenation at all times has lead to preference for 
this agent. In only rare instances cyclopropane has 
been unsuccessful in relaxing a very tight uterus, 
which was accomplished by use of chloroform. 

On the other hand, Smith ' suggested a harmful 
effect of cyclopropane on the infant and Bundesen 
and co-workers * noted an infant death rate follow- 
ing use of this gas three times as high as with any 
other agent used for obstetric anesthesia. Roven- 
stine and co-workers * found that deep levels of 
anesthesia induced by cyclopropane in the mother 
were accompanied by decreased oxygenation of the 
infant and suggested using the lightest planes of 
anesthesia. 

In view of these discrepancies of attitudes we felt 
obliged to examine the matter more closely. Region- 
al and general anesthesia were studied clinically 
during various obstetric situations. 


Clinical Data 


Four obstetric situations were chosen for review: 
near-term elective cesarean section, premature vag- 
inal vertex delivery, premature and term breech 
deliveries, and full-term vaginal vertex delivery. 

Elective Cesarean Section.—Cases of elective 
cesarean section with patients under regional anes- 
thesia, unsupplemented before the birth of the 
infant, were compared with those with patients 
under general anesthesia, in this case with cyclopro- 
pane. No patients in whom thiopental (Pentothal ) 
induction was used, or to whom a relaxant was 
given, are included. All the patients were under- 
going secondary or tertiary section, or had absolute 
cephalopelvic disproportion. None was in labor, and 
none had complications such as toxemia or placenta 
previa. All patients from 1952 through 1955 who 
satisfied the above requirements were included. 
During these four years, there was a change in 
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General anesthesia was compared with 
regional anesthesia as to its effects on 
mother and fetus in 2,856 vaginal deliveries 
at term. General anesthesia was used in 
2,019 cases, and in 1,022 of these the 
anesthetic was cyclopropane. Biochemical 
data were obtained from maternal and fetal 
blood. In addition, three methods of evalu- 
ating the condition of the infant at birth 
were employed, including a special score 
based on certain cardiorespiratory and 
neuromuscular observations. The blood of 
most infants delivered of mothers receiving 
cyclopropane contained this gas in demon- 
strable amounts, but there was no obvious 
correlation between its concentration and 
the score noted for the infant. The gas prob- 
ably induced a mild, readily reversible 
central narcosis. There was no biochemical 
evidence that it depressed placentral func- 
tion, but infants born with the mother under 
general anesthesia, specifically cycopropane, 
were more depressed than those born with 
the mother under regional anesthesia. 











anesthetic practice, with the trend to increasing the 
use of spinal anesthesia. Only two patients for whom 
elective sections were done were anesthetized with 
cyclopropane in 1955. We were unable to examine a 
group for whom emergency sections had been done, 
since spinal anesthesia was rarely chosen, either 
because of the need for great haste or because of 
hypovolemia from hemorrhage. 

Premature Vaginal Vertex Delivery.—Premature 
vaginal vertex deliveries, in this clinic, are accom- 
panied by the highest neonatal death rate and thus 
were chosen for study. Infants under 1,000 Gm. 
(2.2 lb.) were omitted because of a death rate of 
95% irrespective of the anesthetic agent or methed. 
Infants over 2,000 Gm. (4.4 lb.) were so similar to 
full-term infants in their postnatal behavior and 
survival that they also were omitted. The weights 
of the 130 infants in the group chosen for study 
therefore were from 1,000 to 1,999 Gm. 
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Breech Deliveries.—In this clinic 35% of breech 
deliveries occur prematurely. It is of interest that 
90% of the deaths occurring in infants after breech 
delivery are in this premature group. Cases of 
version and breech extraction are omitted from these 
figures because of the need of deeper anesthesia and 
a relaxed uterus. 


TaBLe 1.—Distribution of General Anesthetic Agents in 
Term Vaginal Vertex Deliveries 


Vaginal Vertex 
Deliveries 


——__—A. ~ 
No. % 


Anesthetic Agent 

Nitrous oxide 916 45.3 
Cyclopropane 1,022 50.7 
Ethylene i ya | 
Trichloroethylene ll 0.5 
10 0.5 

6 0.3 


2,019 100. 


As a group for comparison, 2,856 patients who 
delivered vaginally at term (infants weighing over 
2,500 Gm. [5.5 Ib.]) during the year 1955, were 
chosen if they had been anesthetized by a purely 
regional, or general, method. In 837 cases in which 
regional anesthesia was used, 10.3% of patients re- 
ceived pudendal block or local infiltration of the 
episiotomy area, 44.4% received sacral or lumbar 
epidural block, and 43.0% received spinal anes- 
thesia. The distribution of the 2,019 cases by gen- 
eral anesthetic agents used appears in table 1. 

In summary, the cases omitted from this analysis 
are emergency cesarean sections, version and breech 
extraction, and premature deliveries of infants under 
1,000 and over 2,000 Gm. In addition to these omis- 
sions, there may be a bias in the selection of cases. 
Cyclopropane is more likely to be used for delivery 
in cases of fetal distress and in other obstetric com- 
plications, while regional anesthesia is used when 
labor is well established and the pelvis is adequate. 


TaBLe 2.—Evaluation of Newborn Infant® 


0 1 2 
CEE Ganwceusdevesncesce Absent Slow Over 100 
(below 100) 


Respiratory effort ............ Absent Slow Good 

Irregular Crying 

Some flexion Active 
of extremities motion 


Musele tone 


Response to catheter in nos- 
tril (tested after oropharynx 


yee No response Grimace Cough or 


sneeze 


Color , Body pink Completely 
Extremities pink 
blue 
* Method of scoring: 60 seconds after complete birth of infant (dis- 
regarding cord and placenta), these five objective signs are evaluated 
and each given a score of 0, 1, or 2. A score of 10 indicates an infant 
in the best possible condition. 


Three methods of comparison were employed: 
neonatal (28 days) death rates, scores at birth * 
(table 2), and time to sustained respiration. 

With use of neonatal death rates as a criterion, 
there was no significant difference in any of the four 
groups between those receiving regional or general 
anesthesia (table 3). 
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As an aid to evaluating the condition of an infant 
in the first few minutes after birth, a scoring system 
was devised and first used in 1952 * (table 2). After 
experience with over 16,000 scores, based on corre- 
lation with mortality, a division was made between 
those infants receiving scores of 0 to 4 and those of 
5 to 10. Those with the lower scores are considered 
to be potentially sick infants, while those with scores 
of 5 or higher have a distinctly better prognosis. 
Examination of the death rates at each score shows 
a drop from 3.0% death rate at a score of 4 to 1.5% 
at score 5 (fig. 1). It is true that there is another 
abrupt drop between score 6 and 7, so that this 


TABLE 3.—Comparison of Neonatal Death Rates with 
Type of Anesthesia 


Premature Vaginal 
Vaginal Vertex 
Full-term 
Deliveries 


Elective 
Cesarean Vertex Breech 
Sections Deliveries Deliveries 
Type of ee 
% No 


ee ee eae 
Anesthesia No. NND . NND % No. NND % No. NND % 
Regional .. 166 1 0.6 78 ll 14.1 98 8 8.17 837 3 36 
General ... 67 1 1.5 52 5 9.6 284 % 8.102.019 5 25 


* NND = neonatal death rate. 


division might be used. Recalculating the data in 
some groups on the basis of including groups 5 and 
6 did not result in any change of significance in the 
groups examined. As will be noted in table 4 and 
figure 2, the scores of infants in the premature 
vaginal vertex and breech groups were not signifi- 
cantly different whether the anesthesia was general 
or regional. However, the scores of full-term infants 
were significantly better by the chi square test 


30. 
| 272 


25 


% DEATHS 


19.5 
| 76 
| § 
3.1 31 
5 5 
04 os OS oF 
0 | 2 3 > 6 


4 7 8 9 10 


Fig. 1.—Distribution by score of 97 deaths in 6,666 in- 
fants from the Sloane Hospital for Women. 


(p<0.001) in both vaginal vertex and elective 
cesarean section groups, if regional anesthesia was 
used. 

Since 1954, another method of evaluation has 
been routinely charted. This observation has been 
termed “time to sustained respiration.” Our attempt 
to use “crying time” and “breathing time” failed to 
yield useful correlations with morbidity or mortality. 
The time elapsed until the infant sustains spontan- 
eous respiration is recorded in seconds, after de- 
livery of the entire infant. There were insufficient 
data in the elective cesarean sections and premature 
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vaginal vertex deliveries for comparison of regional 
and general anesthetic methods. No significant effect 
of anesthetic technique was observed in relation to 








ELECTIVE PREMATURE FULL TERM 
CAE SARIAN VAGINAL BREECH VAGINAL 
SECTION VERTEX VERTEX 
p< .00/ p=>30.0 p*>20.0 p-<.00/ 
* a 
(Za REGIONAL 
MME GENERAL 
- 
z 
w 
s) 
« 
wd 
a 
166 67 768 52 98 2864 837 2017 


Fig. 2.—Regional versus general anesthesia, scores 0-4. 


breech deliveries (table 5 and fig. 3 and 4). How- 
ever, the incidence of delayed onset of sustained 
respiration following full-term vaginal vertex de- 


ANESTHESIA IN OBSTETRICS—APGAR ET AL. 2157 


after absorption of carbon dioxide and oxygen 
(method as applied to Kopp-Natelson microgasom- 
eter to be published *). Factors for conversion of 
manometric pressure differences to volume per cent 
of cyclopropane were calculated for the micromano- 
metric method using the equation of Van Slyke and 
Neill.’ The factors for solubility and rate of reab- 
sorption were from Orcutt and Waters.” 

Because this method does not allow for distinc- 
tion between the contributions of nitrogen and 
cyclopropane to the pressure of the residual gas, 
experiments were performed on mothers who were 
breathing air. Fifteen blood specimens of five 
mothers and their infants were analyzed for residual 
nitrogen. The average nitrogen content of the speci- 
mens of maternal and umbilical cord blood of these 
patients was 1.2 vol. % (table 7), which is in agree- 
ment with Van Slyke and Neill.’ 

Because of the intermittent need for pain reliet 
and because of the indeterminate duration of the 
second stage of labor, the degree of nitrogen “wash- 
out” from the blood and the amount of cyclopropane 
administered was variable. A study of the rate of 


TABLE 4.—Comparison of Scores with Type of Anesthesia 





Premature Vaginal 








Vaginal Vertex 





Elective Cesarean Sections* Vertex Deliveries Breech Deliveries Full-term Deliveriest 
Score of Score of Score of Score of 
Score of 0-4 5-10 Score of 0-4 5-10 Score of 0-4 5-10 Score of 04 5-10 
Scores “Total —_——_/,—_"— Total —_.,-_“"— Total A ~--- Total 
Type of Anesthesia No. &% No. % No. No. &% No. & No. No. & No. &% No. No % No % No 

SE Sonn coienysocaveencncdsuses%s 1 06 16 994 166 2 308 MH 69.2 78 25 25.5 730 (74.5 os 43 5.1 764 94.9 837 
I henta te icediaesebinondeaneds 28 41.8 39 58.2 67 211 ($212 41 78.8 52 88 31.0 19% 69.0 24 210 104 1,800 89.6 2,019 
WE ack ccnunetincndensabaabexncames 29 204 233035 95 130)«=6(1118 269 382 86253 2,603 2,85) 





* Expected distribution of scores based on previous experience in 1,319 elective cesarean sections: 2% ae = 
‘ 82% 


+ Expected distribution of scores on the above 2,856 cases using null hypothesis: ——-— 
9.4 


liveries under general anesthesia was approximately 
three times greater than under regional (p<0.001). 
A detailed analysis of the TSR’s of all full-term 
vaginal vertex deliveries is presented in table 6. An 
arbitrary division was made at 150 seconds, and 
respiration was considered delayed after this time. 
Respiration was not well established before two- 
and-a-half minutes in 7% of this group. Of this 7% 
more than three out of four had received general 
anesthesia. 
Biochemical Data 


The transfer of cyclopropane across the placenta 
was studied by manometric analysis of simulta- 
neously drawn samples of maternal and umbilical 
cord blood for content of cyclopropane at the time 
of delivery. Twenty-five mothers who received only 
cyclopropane and oxygen for anesthesia during the 
second stage of labor were studied. 

Blood gas analyses were performed on the Kopp- 
Natelson microgasometer with use of a modification 
of the method of Holaday and Verosky.* Cyclopro- 
pane and dissolved nitrogen were estimated by 
measurement of the pressure of the residual gas left 





0-4 5-10 — 


OOO; p <O.001 


0-4 5-10 = 
- - . 2 37.9: Pp <“O.001 
90.3% 


CJ REGIONAL ANESTHESIA 
C3 W/TROUS OXIDE + OXYGEN 
GB CYICLOPROPANE + OXYGEN 


OTHER INHALATION ANESTHES/A 
+ OXYGEN 


| 
“ $ECONDS 0-29 30-59 60-89 90-19 120-149 150-i79 180-299 300+ 
TOTAL NO. 98/ 533 227 116 /00 18 90 39. 









































Fig. 3.—Time of sustained respiration in seconds in full- 
term vaginal vertex presentations. 


nitrogen washout from maternal and fetal blood 
in a group of six mothers breathing 100% oxygen in 
a nonrebreathing system for periods of 5 to 60 
minutes indicated that the nitrogen content of 
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maternal blood was lowered rapidly during breath- 
ing of atmospheres low in nitrogen (table 8 and fig. 
5). The nitrogen content of the fetal blood fell slow- 
ly and was not significantly altered in 10 minutes of 
maternal washout. In view of the fact that cyclopro- 
pane was usually administered intermittently, with 
air breathing sometimes allowed between pains, and 
since the average duration of cyclopropane adminis- 


TABLE 5.—Time to Sustained Respiration, in Seconds* 


Vaginal Vertex 
Full-term Deliveries, 


Breech Deliveries, 
' TSR, Sec. 


TSR, Sec.t 


EE 





aaa ye ereeen in, 
0-149 150+ 0-149 150+ 
: oO oO eon Total 
Type of anesthetic... No. % No. %& No. % No. & No. 
EEE cbGvecneunen 43 87.8 6 122 562 96 2 3.4 582 
ee ae 126 89.1 15 11.9 1,395 90.9 127 9.1 1,522 
| a ee re 1,957 147 2,104 


* There were no data on elective cesarean sections or on premature 
vaginal vertex deliveries. 

+ TSR = time to sustained respiration. 

t Expected distribution of TSR on the above 2,104 cases using the 


null hypothesis: 0-149 150+ i sa 
eee 5 = 2S; = <6.001. 
71% — a. Foo 


trations was approximately 10 minutes, it was esti- 
mated that the average concentration of nitrogen 
remaining in the blood of mothers receiving cyclo- 
propane was 0.6 vol. % and in the umbilical vein 
blood of the infants of these mothers was 1.2 vol. %. 
Accordingly, these values were subtracted from the 
values of total residual gas of maternal and infant 
blood respectively and the remainder was considered 
to be cyclopropane. 


300 


150 


NUMBER OF PATIENTS 





50 F REGIONAL 






a ihe 1 1 ee 1 
0-29 30-59 60-89 90-II9 120-I49 150-179 180-299 300+ 


SECONDS 


Fig. 4.—Frequency of time of sustained respiration in 
{nil-term vaginal vertex presentations. 





Two blood sampling procedures were followed. 
More frequently, a segment of umbilical cord was 
doubly clamped at the earliest possible moment dur- 
ing delivery and a sample of maternal venous 
and/or arterial blood was simultaneously drawn. 
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Umbilical venous blood samples were withdrawn 
from the isolated segment of cord immediate], 
thereafter. In other instances a sample of maternal! 
venous or arterial blood was withdrawn while simul- 
‘taneously umbilical vein blood was withdrawn with 
the cord still in situ. Additional samples from in- 
fants delivered with the mother under regional 
anesthesia were collected and their oxygen satura- 
tions were compared to the cyclopropane group. 
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Fig. 5.—Nitrogen washout experiments with use of blood 
specimens from infant and mother. ( Dotted lines are esti- 
mations of course of nitrogen washout in mothers and in- 
fants. Scatter of data is within error of method +0.5 vol. %.) 


Because of the high solubility of cyclopropane in 
the usual petroleum base lubricants used for sealing 
syringes, only syringes lubricated with glycol bori- 


TABLE 6.—Analysis of Time to Sustained Respiration in 
Full-term Vaginal Vertex Deliveries 


No. of 

TSR, Sec. Deliveries % 

Se URED aiesadarek weds senener cavepetuvedepurewes 981 46.7 
iP MT ROR LES noc cdiuassnshde bees aumaNssneds sepestnees 533 25.3 
PEACE th ck GL’ sc cueuneth takes vecoeeesassaeweres 227 10.8 
DN st MEA incdaceavcscosuenbusss bseuecevesedeweeaces 116 5.5 
SUL FIERG Sache ie Lodeswelswesysneeeks deeewoneerehe 100 4.8 
ER rs cos bnc ped beara pee aheetsasoncidundys 18 0.8 
SE REAR CLS ac tacddcccdubdbv ener eisewndeeereees er ” 44 

a aAP UENO ND sp oda diss edepsderdese4e0en'neemindeine scons 39 1.9 


borate (Aquaresin ) were employed. The dead space 
of the syringes was filled with a concentrated heparin 
solution. After the sample had been collected, a 
drop of mercury was introduced into the syringe 
and constant agitation was begun, first manually and 
then with motor-driven rotator ° through a pan of 
ice water. 

Analysis of the blood samples for oxygen, carbon 
dioxide, residual gas content, oxygen capacity, pH, 
and hematocrit were performed as soon after samp]- 
ing as possible, usually within two hours. The major- 
ity of oxygen saturations were obtained from the 
microgasometer analysis.* Several blood samples 
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were analyzed using the double scale cuvette oxi- 
meter® or the Beckman spectrophotometer.'® All 
three methods were standardized against the Van 
Slyke. The results of analyses for oxygen and car- 
bon dioxide, pH, hematocrit, and buffer-base will be 
reported elsewhere." 


TaBLeE 7.—Average Residual Nitrogen Content of Fifteen 
Blood Samples from Five Mothers and Their Infants 


Nitrogen Blood Level, Vol. % 


Maternal Artery Maternal Vein) Umbilical Vein) Umbilical Artery 


0.9 io ares abe 

14 0.5 17 1.3 

1.0 0.9 0.8 08 

04 hae 1.8 14 

_— 14 1.6 1.7 
n= 15 


mean = 1.2 vol. %, S.D. = + 0.45 vol. %. 


In the experimental group no specific plan of ran- 
dom selection was adopted. Cases were chosen in 
relation to the availability of the laboratory facilities. 
However, there were no cases of fetal distress in this 
group. 

Results 


The blood of most infants delivered of mothers 
receiving cyclopropane contained this gas in demon- 
strable amounts (table 9). The amount of cyclopro- 
pane in umbilical cord blood was usually less than, 
but proportionate to, the amount in maternal ex- 
tremity vein blood. The few maternal arterial blood 
samples obtained during this study suggest that the 
maternal tissues were not in equilibrium with the 
concentration of cyclopropane in the blood at the 
time of sampling. The maternal-fetal gradient was 
probably greater than shown by the comparison of 
maternal vein blood and umbilical vein blood. 
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Fig. 6.—Relation of scores to concentration of cyclopropane 
in umbilical vein. 


There was no obvious correlation between the 
concentration of cyclopropane in the umbilical cord 
blood and the scores of the infants (fig. 6). Further, 
no obvious correlation was found between birth oxy- 
genation and score. However, if oxygenation and 
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score be compared in the regional and cyclopropane 
groups, the latter appears more depressed for a 


given level of oxygen saturation ( fig. 7) 
Comment 


The clinical study indicates that infants delivered 
with the mother under general anesthesia are more 
depressed than those delivered with the mother 
under regional anesthesia, although the mortality in 
the two groups is not different. In addition the 
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UMBILICAL VEIN SATURATION (VOL. %) 


Fig. 7.—Comparison of umbilical vein oxygen saturation 
and scores. 


average depression of infants receiving cyclopro- 
pane is significantly greater than is seen when 
regional or other methods of inhalation anesthesia 
are used (table 10). If these findings are not due to 
an inadvertent selection of cases, it remains to be 
determined whether the gas is exerting a direct 
narcotic action on the fetus or is depressing the in- 
fant by interfering with placental or maternal res- 
piration. 


TaBLe 8.—Nitrogen Washout from Maternal and Umbilical 
Cord Blood in Six Mothers, with 100% Oxygen, 
Nonrebreathing Technique 


Nitrogen Blood Level, Vol. ‘ 


Maternal Umbilical Umbilical 


Time of Oxygen Administration, Min Vein Vein Artery 
hssededenenns ey eee eee ee 0.0 

le 966-60.0406-06008464009006000060 — —0.3 _— - 

Bektwsess 9$50050600900066086008 ‘eee 0.7 0.8 o4 
Divtiesviateeebestweteeenees O38 14 

ee ee ee er 7 1.1 1s 

ia witricekeianesdoseewhedsees on 01 

Dbcebstcrtsetsa secteiases 4 on 
* Data for same patient as line 4 


The oxygen saturations (table 11) and carbon 
dioxide tensions '' of umbilical vein blood in both 
regional and cyclopropane groups were not signifi- 
cantly different. The pH in the cyclopropane group 
was 0.07 units higher.'' These findings argue against 
the gas interfering with placental function and favor 
a direct action on the fetus. 

In agreement with Rovenstine’s study,” no corre- 
lation between the condition of the infant at birth 
and the blood level of cyclopropane was demon- 
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strated. This suggests that some factor other than 
the anesthetic agent is depressing the infant. How- 
ever, the blood levels are only of value as an in- 
dication of the depth of anesthesia when equilibrium 
between the blood and tissues has been reached. 


TABLE 9.—Cyclopropane Levels in Maternal and Fetal Blood 


Umbil- Umbil- 


Time Mat. Mat. ical ical 
Cyclo., Artery, Vein, Vein, Artery, 
Type of Delivery Min.* Vol.%t Vol. %t Vol.% Vol.% Score 
Vaginal Vertex 15 1.9 0.6 8 
Vaginal Vertex 14 1.6 
15 0.6 
Vaginal Vertex 4.5 4.1 2.3 5 
Cesarean Section 10.0 6.2 
10.5 2.4 3 
Vaginal Vertex 13.0 2.6 1.6 8 
Vaginal Vertex 6.5 2.6 
7.5 0.9 8 
Cesarean Section 7.0 0.3 
13.25 2.7 
Vaginal Vertex 2.0 2.2 
4.0 12 2 
Vaginal Vertex 1.5 1.5 1.5 8 
Vaginal Vertex 5.0 0.4 8 
5.5 1.0 
Vaginal Vertex 13.5 1.4 1.1 9 
Vaginal Vertex 9.5 2.8 
10.0 1.8 2 
Vaginal Vertex ? 3.3 1.5 10 
Vaginal Vertex 7.0 0.8 7 
10.0 1.6 
Vaginal Vertex 8.5 3.4 2.5 9 
Cesarean Section ? 6.2 0.9 1 
Vaginal Vertex 10.0 5.3 2.0 2 
Vaginal Vertex 3.0 8.5 4.1 7 
Cesarean Section 17.0 3.0 
Vaginal Vertex 3.0 1.1 —0.1 0.3 1 
Vaginal Vertex 1.5 4.4 0.8 9 
Cesarean Section 6.0 3.7 5 
10.0 5.98 
Vaginal Vertex 6.0 8.2 4 
Cesarean Section ? 4.5 2.3 0.5 3 
Cesarean Section 6 93.0 11.9 6.5 8 
a= 6 20 22 24 
mean = 8.5 3.1 1.8 5.6 
standard deviation = +7.5 39 +1.9 +3.3 
*Time eyelo. = time in minutes from first inhalation of cyeclopro- 


pane to moment of sampling. 
+ Mat. Art. = brachial or radial artery. 
t Mat. Vein = antecubital vein. 
§$ Uterine vein sample. 


Since equilibrium was not reached in this study due 
to the brief or intermittent periods of administra- 
tion, little can be inferred from this lack of cor- 
relation. 


TaBLe 10.—Significance of Difference Between Means 


t p 

Maternal artery: MAtCINAl VEIN 2.0... cccccccvevsceseccoes 4.74 <0.001 
BESUSIRAL VEINS WIRDTTICR VOUT 2.000 ccccvccecdvcvccccescecs 3.06 <0.01 
Umbilical vein: contro) 

(mean cyclopropane = 0.0 vol. %: N= 4) .....- eee eeees 5.5 <0.001 
Maternal vein: eontrol 

(mean cyclopropane = 0.0 vol. %: n = 8) ..........00- 8.8 <0.001 
Mean score of infants in cyclopropane group: 

mean score of all infants (7.6 + 2.3: mn = 12,267) ....... 54 <0.001 


The immediately apparent explanation for the 
direct action of cyclopropane on the infants is a 
mild and readily reversible central narcosis. How- 
ever, the toxic action of this agent on cardiac 
muscle,’ especially in the presence of high tensions 
of carbon dioxide,'* is well known. Since in emer- 
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gency obstetric situations with fetal distress the in- 
fant will be both anoxic and hypercarbic, the 
possibility of some interference with cardiac function 
should be considered. 


Conclusions 


In both clinical and biochemical studies infants 
born with the mother under general anesthesia, and 
specifically cyclopropane, were more depressed than 
those born with the mother under regional anes- 
thesia. Cyclopropane is transferred rapidly to the 
fetus, but as used clinically in this study equilibrium 
with the mother was not reached. There was no bio- 


TaBLeE 11.—Scores and Umbilical Cord Oxygenation 


Umbil- Umbil- Mater- 
Type of ical ical nal 
Anesthesia Vein, Artery, Artery, 
and Type of Av. % Sat- % Sat- % Sat- 
Delivery Seore No. uration No. uration No. uration No 
Cyclopropane, 
ae 5.9 22 55 22 5 4 97 5 
Regional, 
NE coctwieainaee 8 14 51 14 21 13 97 4 
Cyclopropane, 
ee 5.4 5 49.2 5 23 5 96 5 
Regional, 
a 76 2% 46.4 %6 16 23 97 18 


chemical evidence that cyclopropane depressed 
placental function. This suggests that the gas exerted 
a direct narcotic action on the fetus, despite the 
absence of correlation between the blood concentra- 
tion of the gas and the condition of the infant at 
birth. Toxic action of cyclopropane in relation to 
the low oxygen and high carbon dioxide levels nor- 
mally present at birth is possible. 


622 W. 168th St. (32) (Dr. Apgar). 
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PEDIATRIC CONTRIBUTIONS TO NEUROLOGY 


M. G. Peterman, M.D., Milwaukee 


Pediatrics is concerned with the whole child, his 
mental and physical development and the influence 
and effect of his environment. The pediatrician has 
of necessity become his own best neurologist. Very 
few neurologists have been interested in pediatrics. 
There is no doubt of course but that the neurologist 
who is interested and who will devote the addition- 
al time and patience necessary for the examination 
of a child will be in a position to offer assistance 
in diagnosis. Some time ago a prominent neurolo- 
gist addressed the American Academy of Pediatrics 
and made the gratuitous suggestion that pediatri- 
cians should develop an interest in convulsions and 
epilepsy. Apparently he was not familiar with the 
literature, which is replete with studies, reports, 
and even books by pediatricians on convulsions. 

The first distinct treatise on pediatrics was pub- 
lished by Pietro Bagellardo in 1472. It contained a 
chapter on epilepsy. At about the same time, 1497, 
Metlinger published a pediatric treatise in which 
he considered hydrocephalus, meningitis, insomnia, 
convulsions, paralysis, and strabismus along with 
other diseases. Austrius published Roelants’ book in 
1540. This book, considered the outstanding pedi- 
atric contribution of the 16th century, contained 
articles on night terrors, epilepsy, paralysis, infan- 
tile convulsions, and incontinence. Mercuriali 
published a pediatric treatise in 1584, in which he 
discussed epilepsy and stammering, as well as dis- 
ordered speech, mutism, and disorders of sensation. 

The next studies on the clinical disorders of in- 
fancy and childhood were reported in 1773 in 
Leipzig. In 1811 the French published a series of 
essays from the first children’s hospital which was 
established in Paris. John Clark in 1815 published 





Chairman’s address, read before the Section on Pediatrics at the 106th 
Annual Meeting of the American Medical Association, New York, 
June 5, 1957. 








The neurology of children has been an 
important phase of pediatrics from the be- 
ginning. Pediatricians as early as the 15th 
century were much concerned with diseases 
like epilepsy and meningitis, and symptoms 
like convulsions, strabismus, and incontinence 
were considered in early textbooks. The con- 
tributions of pediatricians to knowledge of 
the nervous system since that time have been 
numerous and important. 











his commentaries on some of the most important 
diseases of children. He featured particularly con- 
vulsions, idiocy, paralysis, and epilepsy. Valleix, an 
intern at the Children’s Hospital in Paris, published 
a treatise on neuralgia in 1841. Charles West, one 
of the greatest of the early English pediatricians, 
published a treatise in 1848, which was translated 
into almost every European language, as well as 
Arabic. It includes an excellent lecture on diseases 
of the brain and nervous system. 

Gebhardt’s “Handbuch der Kinderkrankheiten” 
was published in 1857 and presented the most 
important information on pediatrics available at 
that time. It was exceeded only by Pfaundler and 
Schlossmann’s “Handbuch der Kinderkrankheiten” 
in 1906. Among the supplementary volumes to the 
latter there is one on nervous diseases. In the sec- 
ond half of the 19th century the leadership in pedi- 
atrics thus passed to the Germans. Neurath made 
his contribution on the cerebral palsies in 1869. 
Soltmann reported studies on infantile neurology 
in 1875. Mauthner von Mauthstein of Vienna pre- 
sented several treatises on diseases of the brain and 





2162 CONTRIBUTIONS TO NEUROLOGY—PETERMAN 


spinal cord in children in 1844. Ritter von Ritters- 
hain, a brilliant pediatrician from Lemberg who 
had epilepsy himself, presented his graduation the- 
sis on this disease in 1888. Unger of Hungary re- 
ported on cortical epilepsy in 1886 and diffuse insu- 
lar sclerosis in 1887. Trousseau of Tours described 
his diagnostic sign in infantile tetany in 1831. He 
lectured on many pediatric diseases, including in- 
fantile convulsions. Parrot, a professor of pediatrics 
in Paris, described his pseudoparalysis in 1872 and 
also described other diseases of the brain in infancy. 
Henry Ashby of Manchester established the first 
residential school for epileptic children in 1900. 
In 1910 von Bokay described surgical treatment 
for hydrocephalus. Pfaundler described spinal punc- 
ture in children in 1899. Ibrahim made extensive 
studies in the nervous diseases of childhood and re- 
ported on them in 1911. Treatises on nerv- 
ous diseases were published by pediatricians as 
follows: C. Pavone in 1892; B. K. Rachford in 1905; 
M. Thiemich and F. Zappert in 1910; and G. Peritz 
in 1912. 


Reflexes 


Among the important reflexes of great value in 
pediatrics, the first is probably the facial phenom- 
enon of Chvostek. This reflex properly elicited in- 
dicates hyperirritability of the seventh nerve. Pedi- 
atricians, beginning with vander Elst, in 1925, have 
directed attention to the fact that the seventh nerve 
should be tapped near its point of origin from the 
temporomandibular foramen just below the zygoma. 
When the cheek is tapped anywhere between the 
angle of the mouth and the external auditory mea- 
tus, it is often possible to obtain a reflex which is an 
indication of hyperirritability of the facial branch 
of the fifth nerve. A true Chvostek sign indicates 
mechanical irritability of the seventh nerve and in 
children is almost pathognomonic of tetany due to 
calcium deficiency. At times, tapping anywhere on 
the cheek will elicit a marked response of the en- 
tire facial muscles on the side stimulated. It is fair- 
ly common to obtain a positive facial reflex in the 
nervous or hyperexcitable child. 
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Lust, a pediatrician, described in 1920 the per- 
oneal reflex obtained by tapping the peroneal nerv: 
where it crosses the head of the fibula. This reflex 
is much easier to obtain and more reliable than the 
Chvostek. Binder, in 1903, first described the shoul- 
der reflex, which is a useful diagnostic aid in tuber- 
cular meningitis. If the head is rotated to one side. 
the opposite shoulder will be elevated and will 
remain elevated until the head is rotated back 
to the midline. Moro, in 1914, described the em- 
brace reflex. If the normal newborn infant is sud- 
denly startled by rattling of the bed or striking of 
the mattress, if his position is suddenly lowered 
while he is held horizontally, or if both upper ex- 
tremities are extended and suddenly released, he 
will often clasp his upper extremities in the em- 
brace reflex and then cry. This reflex disappears 
in about three months. It has its greatest value 
when it appears unilaterally while the contralateral 
extremity remains flaccid. 


Convulsions 


Convulsions have always been considered a major 
symptom in childhood. Pediatricians have covered 
the subject well. Brechek published a handbook on 
convulsions in childhood in 1824. In 1924 a defini- 
tion was proposed for idiopathic or essential epilep- 
sy and the ketogenic diet was introduced for treat- 
ment by a pediatrician. In 1931 the first moving 
pictures of the various types of convulsions in child- 
hood were made by a pediatrician. In 1932 the first 
complete classification of convulsions in childhood 
based on the largest series of cases completely 
studied was presented. Herlitz in 1941, Zellweger 
in 1948, Bridge in 1949, and Livingston in 1954 
all published books on the convulsive diseases. In 
these may be found the literature of pediatric con- 
tributions to the subject. In 1950 James Hughes 
began the most complete study of electroencepha- 
lography in infants and children by a pediatrician. 
He has established the norms and the many varia- 
tions. From this it may be seen that we need not 
be modest about the pediatric contributions to 
neurology. 
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Circulatory Effects of the Sitting Position.—The prolonged sitting position occasions a degree of 
dependency stasis that may result in the rapid development of a quiet type of thrombosis in 
the deep veins of the calf. From this, a propagation of clot and pulmonary embolism may 
immediately follow. . . . The rhythmic forward, pulsatile motion of the foot, often noticed 
when one knee is crossed over the other, shows that the popliteal artery of the crossed leg is 
likely to be compressed in this position and warns that it may be a cause of venous stasis 
as well. Such matters are important enough to suggest the advisability of making movements 
of the toes, feet and lower legs when one is sitting for long periods and of getting up and 
exercising when opportunity offers. The right leg seems more susceptible than the left. There 
is evidence that persons over fifty years of age should have this particularly in mind and that 
physicians should be alert to recognize the significance of lameness after airplane flights, 
automobile trips and other occasions of a prolonged seated position.—_John Homans, M.D., 
Thrombosis of the Deep Leg Veins Due to Prolonged Sitting, The New England Journal of 
Medicine, Jan. 28, 1954. 
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PRESENT-DAY TREATMENT OF TUBERCULOSIS AND PREGNANCY 


George Schaefer, M.D., Stanley J. Birnbaum, M.D. 


R. Gordon Douglas, M.D., New York 


In a previous paper on the obstetric management 
of the tuberculous patient, we reported the results 
in patients with this complication of pregnancy at 
the New York Lying-In Hospital from 1933 through 
1951.’ Marked changes have occurred in the treat- 
ment of the tuberculous patient since the advent 
of antimicrobial therapy and excisional surgery, 
and experience with antimicrobial drugs in preg- 
nant patients with tuberculosis was somewhat 
limited prior to 1952. We are now able to report 
on our experience with those patients who were 
delivered of infants at term or prematurely from 
January, 1952, through December, 1956. In 255 
patients, during the five-year period, there were 
298 deliveries of 301 infants; 3 patients had twins, 
41 patients had two deliveries, and 1 patient had 
three deliveries. With the exception of a few private 
patients treated by other members of the staff, all 
patients were treated by us in conjunction with the 
phthisiologists. Follow-up of patients with inactive 
tuberculosis was done in the outpatient obstetric- 
pulmonary clinic, whereas patients with active 
disease or those in whom the status of the disease 
was questionable were admitted to the obstetrics 
floor, where there are facilities for evaluation and 
treatment. Thus pregnant patients with tuberculosis 
remain under our care not only during pregnancy 
but also for at least three months after delivery, 
when they are transferred to the medical or pul- 
monary service for further treatment. 


Extent of Tuberculosis 


The incidence of tuberculosis complicating preg- 
nancy at the New York Lying-In Hospital has re- 
mained between 1.5 and 2.0% of all antepartum 
admissions. This figure is similar to that reported 
in our previous study and indicates that in our 
obstetrics clinic the incidence of this disease has 
not been decreasing. 

In 47 patients, tuberculosis was first discovered 
during pregnancy; in the remainder, it was known 
to exist before the onset of pregnancy. Twenty-one 
patients in the former group had active tuberculosis 
and were treated with drugs; there were 22 de- 
liveries among these women. The remaining 26, 
who had 31 deliveries, were carefully observed but 
not treated; 24 of these patients had minimal 
disease discovered on routine roentgenogram, Ap- 
parently their lesions had healed before the onset 
of pregnancy. Sputum and gastric specimens were 








From the Department of Obstetrics and Gynecology of the Cornell 
University Medical College and the New York Lying-In Hospital. 

Read before the Section on Obstetrics and Gynecology at the 106th 
Annual Meeting of the American Medical Association, New York, 
June 7, 1957. 





The incidence of tuberculosis complicating 
pregnancy at the New York Lying-in Hospital 
has remained between 1.5 and 2.0% of all 
antepartum admissions and is similar to pre- 
vious studies covering 1933-1951. Modified 
bed rest is advised during pregnancy and 
complete bed rest is no longer used as the sole 
treatment for pregnant patients with tuber- 
culosis. Definitive therapy for tuberculosis has 
been given; antimicrobial drugs were used in 
37% of pregnant patients and major thoracic 
surgery in 11%, compared to 1 % and 2%, 
respectively, in our previous series. The man- 
agement of delivery in the patient with tuber- 
culosis should be individualized. The labor 
and delivery should be made as easy as pos- 
sible and heavy sedation and unnecessary 
operative interference should be avoided. 
Preference is for regional anesthesia for de- 
livery in the tuberculous patient. 











negative on repeated examinations, and _ serial 
roentgenograms of the chest showed no progression 
of the disease before or after delivery. All except 
three of this group of patients with inactive tuber 
culosis were followed for at least three months 
post partum, and no change in their pulmonary 
condition was noted. In 2 of these 26 patients 
definite bacteriological evidence of activity could 
not be proved, nor were roentgenograms of the 
lungs during gestation conclusive. Both patients 
were seen late in pregnancy, when a_ sufficient 
period of observation before delivery was not pos- 
sible. After delivery a positive culture was obtained 
in each patient; one patient was transferred to a 
tuberculosis hospital, where she was treated with 
drugs and improved, and the second signed herself 
out of the hospital against advice. 

The type and extent of tuberculosis in our pa- 
tients at the time of delivery in the past five years 
(1952-1956) was as follows: In 47 deliveries of 47 
patients (16%), active tuberculosis was present at 
the time of delivery; the disease was minimal in 
13 cases, moderately advanced in 27, and far ad 
vanced in 7. (In two patients who had major 
thoracic surgery before delivery, the disease pro- 
gressed after delivery. Six additional deliveries 
occurred in this group of 47 patients while the dis- 
ease was inactive.) At the time of delivery in 251 
cases (84%), the disease was inactive. It was 
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minimal in 172 instances, moderately advanced in 
66, and far advanced in 13. The figures in our 
previous study were 12% for the group with active 
tuberculosis and 88% for the “inactive” group. 


Treatment of Tuberculosis 


In the figure, we have compared the types of 
treatment that the patients received in the years 
1933-1951 and 1952-1956. Management and care 
of patients in the two periods is discussed below. 

Modified Bed Rest.—Of the tuberculous patients 
who gave birth in the years 1952-1956, 54% re- 
ceived no treatment other than modified bed rest. 
These women, although ambulatory, were advised 
to lie down for several hours during the afternoon 
and to avoid overexertion. It should be emphasized 
that more specific treatment for this group was not 
considered necessary since in most instances the 
disease had had its onset approximately five years 
before the pregnancy and had remained inactive 
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during gestation. However, the condition of all of 
these patients was followed with routine chest 
roentgenograms and sputum or gastric analyses 
during their antepartum course. In our previous 
series, 407 patients, or 80%, were treated solely by 
bed rest. Of these 407 patients, 355 were known to 
have had tuberculosis which was treated before 
the onset of their pregnancy. In that era, treatment 
consisted essentially of long periods of bed rest. 
For many years bed rest was considered the 
basis for all treatment of tuberculosis. Hirsch and 
others * state that prior to the introduction of effec- 
tive chemotherapy this feeling was perhaps war- 
ranted. However, he and his co-workers at the 
Rockefeller Institute have recently conducted con- 
trolled tests which show that bed rest is not as 
important a factor in the treatment of moderately 
advanced and far advanced relatively fresh pul- 
monary tuberculosis in adult women as it was 
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before the introduction of effective chemotherapy. 
Mitchell * has called attention to the fact that re- 
currences took place in 27.6% of the 589 patients 
with minimal pulmonary tuberculosis who had 
been followed for periods up to 20 years and who 
received bed rest as the only treatment. While bed 
rest is still advised during the acute phase of the 
disease, its duration has been greatly shortened and 
it is seldom if ever used as the sole method of 
treatment. This pertains to the pregnant as well as 
to the nonpregnant patient. 

Pneumothorax.—In our 1933-1951 series, pneumo- 
thorax, pneumoperitoneum, and phrenic crush 
were used in 71 patients, or 14%. Pneumothorax in 
particular was an accepted and frequent method of 
collapse therapy at this time and was initiated or 
continued during the pregnancy. With the advent 
of chemotherapy and major thoracic surgery, 
pneumothorax as a method of therapy has almost 
completely disappeared. During the period 1952- 
1956, pneumothorax was attempted on two occa- 
sions. In only one case was it continued, and in 
this patient streptomycin and aminosalicylic acid 
(PAS) were also given. In five patients pneumo- 
thorax had been induced elsewhere shortly before 
conception and was continued during the preg- 
nancy. In 28 patients it had been given many years 
before pregnancy and had been completed. At the 
present time, pneumothorax is not used in our pa- 
tients as collapse therapy during pregnancy. 

Antimicrobial Therapy.—Among the 98 patients 
who received antimicrobial therapy before, during, 
or immediately after gestation, there were 110 
deliveries. These comprised 37% of the deliveries 
that occurred from 1952 through 1956, while only 
1% of deliveries in the previous series were in pa- 
tients who received such therapy. The drugs used 
were streptomycin or dihydrostreptomycin, amino- 
salicylic acid, and isoniazid. The dosages and com- 
binations of these drugs were identical to those 
used in nonpregnant patients and have been 
described elsewhere.“ No untoward effect from 
these drugs was noted in the mother or newborn 
infant. Occasionally, however, a pregnant patient 
could not tolerate aminosalicylic acid and it was 
necessary to decrease the dosage, discontinue its 
use for several davs, or substitute another drug. 
The fact that no deleterious effects were noted is 
emphasized because some writers formerly warned 
thet streptomycin might affect fetal development 
if given to the mother during the first half of gesta- 
tion. Sufficient clinical material on the dosage used 
today is now available, and reveals no apparent 
deleterious effect on the fetus from streptomycin, 
aminosalicylic acid, or isoniazid. 

Antimicrobial drugs were used under the fol- 
lowing circumstances: before onset of pregnancy, 
in 38 deliveries; during pregnancy, in 36; with ma- 
jor thoracic surgery, in 27; and immediately after 
delivery, in 9. Thus, they were used in a total of 
110 deliveries. 
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Patients Receiving Anitmicrobial Drugs Before 
Onset of Pregnancy: There were 38 deliveries in 
32 patients who had received antimicrobial drugs 
from one to five years before the onset of preg- 
nancy. In all but two of these the disease was 
considered inactive at the onset of pregnancy and 
at the time of delivery. In two patients antimicro- 
bial therapy had been started recently and the 
disease was considered active. In six patients preg- 
nancy occurred when the course of therapy was 
about to be terminated, and, in these, administra- 
tion of drugs was continued during the entire 
pregnancy and for six months after delivery. An 
example of a case in which the patient received 
drugs before the onset of pregnancy is given in the 
abstract below. 

Case 1.—A 35-year-old patient registered in the antepar- 
tum clinic in August, 1955. She had first been given a diag- 
nosis of pulmonary tuberculosis in 1951, at which time her 
disease was moderately advanced. At that time she was treat- 
ed with bed rest for one year and streptomycin, 1 Gm. three 
times a week, and aminosalicylic acid, 12 Gm. daily, for two 
years. Her antepartum course was unremarkable; repeated 
chest roentgenograms showed no change in her pulmonary 
condition, and three gastric analyses were negative for tu- 
bercle bacilli. On Jan. 8, 1956, she had a full-term, normal, 
spontaneous delivery of a 4,250 Gm. (9 Ib. 6 oz.) male in- 
fant after a five-hour labor. She received meperidine and 
phenobarbital sodium for analgesia, and pudendal block at 
the time of delivery. Follow-up in November, 1956, revealed 
her condition to be unchanged and good. 


Patients First Discovered to Have Tuberculosis 
During Pregnancy: In 21 patients, active pulmonary 
tuberculosis was first discovered during pregnancy. 
(One patient had two deliveries. ) Usually the diag- 
nosis was suspected on the basis of a routine 
roentgenogram taken at the first antepartum visit 
and was checked with a 14-by-17-in. chest roent- 
genogram. In all instances sputum or gastric analy- 
ses were positive for tubercle bacilli before 
treatment was begun. At the time of its recognition, 
the tuberculosis was diagnosed as “minimal” in 6 
patients, “moderately advanced” in 14 patients, and 
“far advanced” in 1 patient. Tuberculosis was diag- 
nosed in the first trimester in 5 patients, in the 
second trimester in 10 patients, and in the third 
trimester in 6 patients. 

Most of the patients found to have active 
tuberculosis during pregnancy were discovered in 
our own antepartum clinic. A few patients were 
referred from other hospitals when they were found 
to be pregnant in the course of a tuberculosis 
examination. As soon as active tuberculosis was 
diagnosed, the patient was hospitalized and anti- 
microbial therapy was started. Following is the 
case history of a patient who was given the diag- 
nosis of tuberculosis during pregnancy. 


Case 2.—This 32-year-old woman was transferred from a 
tuberculosis hospital to the New York Lying-In Hospital in 
January, 1953, in the 26th week of pregnancy. In Septem- 
ber, 1952, she had been found to have moderately advanced, 
active tuberculosis on the basis of a chest roentgenogram and 
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positive sputum. Administration of isoniazid, 300 mg. daily 
and aminosalicylic acid, 12 Gm. daily, was started in Octo 
ber, 1952, and streptomycin, 1 Gm. a day for 14 days and 
then 1 Gm. twice weekly, was added in January, 1953. Modi 
fied bed rest was continued on our obstetrics floor. On 
March 27, 1953, the patient had a normal, spontaneous ce- 
livery of a 3,070 Gm. (6 Ib. 12 oz.) male infant after a 
six-hour labor. She received phenobarbital sodium and 
meperidine for analgesia, and no anesthesia. She was r 
turned to the tuberculosis hospital in April, 1953, and was 
discharged from there in May, 1954, with her disease con 
sidered arrested, and advised to continue taking her anti 
microbial drugs. 

She was next seen in our antepartum clinic in May, 1955 
in her 22nd week of gestation. Although her disease was now 
considered inactive, she was still taking her antituberculosis 
drugs and it was deemed advisable to continue their us 
throughout this pregnancy and for several months post 
partum. In August, 1955, after a five-hour labor, she had 
a normal spontaneous delivery of a 3,180 Gm. (7 Ib.) fe 
male. She received no analgesia and a few whiflls of nitrous 
oxide at the time of delivery. She was discharged a week 
after delivery and was seen in November, 1955, at which 
time her condition was good. 


Patients Discovered to Have Active Disease 
After Delivery: There were seven patients (nine 
deliveries) in whom a diagnosis of activity, o1 
questionable activity, of an old tuberculous lesion 
was made after delivery. In seven instances the 
original diagnosis of pulmonary tuberculosis had 
been made 10 years or longer before the present 
delivery, and in two patients, 4 years before de 
livery Diagnosis was made on the basis of serial 
roentgenograms or on the finding of tubercle 
bacilli in sputum or gastric washings. Case histories 
of two patients of this type follow. 


Case 3.—This 39-year-old woman was given a diagnosis 
of moderately advanced pulmonary tuberculosis in 1946. She 
was treated with bed rest for 18 months. When she regis- 
tered in ‘the antepartum clinic of the New York Lying-In 
Hospital in January, 1952, roentgenographic examination 
showed no change from her previous condition. Sputum 
examinations were negative on three occasions. In May, 1952, 
she had a full-term forceps delivery of a 3,490 Gm. (7 Ib 
11 oz.) male infant, while she was under pudendal block 
anesthesia, after a seven-hour labor. While the patient was 
in the hospital, a sputum culture taken six weeks previously 
was reported as positive for tubercle bacilli. She was started 
on therapy with streptomycin and aminosalicylic acid and 
transferred to a tuberculosis sanatorium in August, 1952 
She was kept at the sanatorium until May, 1953, and con- 
tinued taking antituberculosis drugs for six months after 
discharge, for a total of 18 months. Follow-up in 1954 
showed her to be improved. 


Case 4.—This patient’s condition was diagnosed as far- 
advanced tuberculosis in 1942. She refused treatment for 
her tuberculosis but sought medical care for two therapeutic 
abortions in 1942 and 1951, signing herself out of the hos 
pital immediately after each abortion was performed. In 
March, 1952, she had a normal spontaneous delivery of a 
3,720 Gm. (8 Ib. 3 oz.) female infant. Sputum culture 
was reported as positive after her delivery and discharge from 
the hospital. She was induced to return to the hospital to start 
treatment with streptomycin and aminosalicylic acid. This 
was begun in June, 1952, and continued until October, 1953 
when a pneumonectomy on the left was performed. Isoniazid 
therapy was started after the opei.tion and all chemotherapy 
continued for 18 months thereafter. The most recent follow- 
up (January, 1957) showed her condition to be improved 
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Although we considered this patient to have a progression of 
her disease after delivery, her disease was probably active 
before and during pregnancy as it had been intermittently 
for 11 years. 


Major Thoracic Surgery.—Major thoracic opera- 
tions were performed on 29 patients before or dur- 
ing gestation. Three of these patients delivered on 
two occasions, making a total of 32 deliveries, or 
11% of the deliveries from 1952 through 1956. In 
our previous series 2% of the patients had major 
thoracic onerations. 


Results After Delivery 


Follow-up examinations were made, and the 
results were as follows: After 11 of the deliveries 
(3.7%), the disease was found to have progressed 
—in 2 cases in less than 3 months, in 3 in 3 to 12 
months, and in 6 in over a year. After 256 (85.9% ) 
of the deliveries, no change was found in disease 
status in the course of the follow-up—62 in less 
than 3 months, 82 in 3 to 12 months, and 112 in 
over a year. After 31 deliveries the condition of 
the patients was found to be improved—in none in 
less than 3 months, in 10 in 3 to 12 months, and in 
21 in over a year. Further details are given below. 

Progression of Tuberculosis After Delivery.—In 
ll cases, or 3.7%, tuberculosis progressed after 
delivery. In two there was progression after major 
thoracic operations which had been performed 
four and five years, respectively, before delivery. 
There were also two patients whose disease was 
discovered during pregnancy and who were found 
to have positive sputum cultures after delivery. In 
seven patients known to have tuberculosis many 
years before the onset of pregnancy, positive 
sputum was obtained after delivery. None had 
received treatment with chemotherapy or major 
surgery before pregnancy. These patients had had 
positive sputums on occasions in the past but none 
had been obtained during the pregnancy . 

While we considered these patients to have 
shown a progression of tuberculosis after delivery, 
the course of the disease was probably progressive 
before and during the pregnancy and not particu- 
larly related to it. Six of these patients were treated 
post partum with chemotherapy and the seventh 
with both chemotherapy and surgery. All of these 
patients showed improvement after treatment. 

No Change in Condition After Delivery.—In 256 
cases, or 85.9%, there was no demonstrable change 
in the lesion after delivery. The majority of this 
group were considered to have inactive disease, 
and a number had more than one delivery. In 
some of these patients the disease had been active 
during a previous pregnancy but was inactive in 
the pregnancy under consideration. A few patients 
seen late in pregnancy had active disease before 
and after delivery, were treated immediately after 
the diagnosis was made, and subsequently im- 
proved. However, their condition immediately 
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after delivery was unchanged from that before 
delivery and they were therefore classified as 
showing no change. 

Improvement After Delivery.—In 31 cases, or 
10.4%, the patients showed improvement after de- 
livery as compared to their condition when first 
seen. Major surgical procedures were performed 
on three of these during pregnancy; a fourth was 
operated on immediately post partum; a fifth had 
had surgery three years before delivery but was 
found to have active disease during her pregnancy. 
This last patient was given antimicrobial therapy 
and improved. Eighteen patients who were first 
found to have an active lesion during gestation were 
treated with antimicrobials and improved. Two of 
these patients also had. lobectomies performed 8 
and 15 months post partum respectively. 

Eight patients known to have active tuberculosis 
before conception were found to have active dis- 
ease during pregnancy. They were given antimicro- 
bial therapy and improved. One patient had a seg- 
mental resection eight months after delivery. 


Management of Labor 


Analgesia.—For many years we have emphasized 
that use of narcotic doses of such drugs as mor- 
phine and scopolamine must be avoided in tuber- 
culous patients, particularly those with active or 
recently arrested disease. This is important because 
these drugs tend to abolish or greatly diminish the 
cough reflex and the function of voluntary expec- 
toration. Stasis of pulmonary secretions caused by 
diminution of the cough reflex may lead to the 
development of new areas of infection within the 
lung. In our current series, only 1% of the patients 
received morphine or morphine and scopolamine, 
compared to 37% in the previous series. Eleven 
per cent of our recent series received scopolamine, 
compared to 37% in the older series. Upon our 
recommendation 75% of our patients were given 
meperidine alone or with pentobarbital sodium for 
analgesia. Only 13% in the years 1933-1951 re- 
ceived the latter drugs. 

Anesthesia.—Local infiltration or pudendal block 
alone or with a few whiffs of nitrous oxide or 
cyclopropane was used in 62% of the cases in our 
recent series, compared to 45% from 1933 through 
1951. General anesthesia alone was used in 25% 
of our recent series and in 40% of the older series. 
Ether alone was not used in any patient in our 
recent series, although it was used in 16 patients 
in the older series. Because of the high percentage 
of oxygen that can be used with it, cyclopropane 
was used in 18 patients in our present series, and 
it is the drug of choice in the tuberculous patient 
when a general anesthetic is necessary. Our prefer- 
ence, however, is for regional anesthesia for de- 
livery in the tuberculous patient. 
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Type of Delivery.—The management of delivery 
in the patient with tuberculosis should be individ- 
ualized. Our purpose is to make the labor and 
delivery as easy as possible and to avoid heavy 
sedation and unnecessary operative interference. 
The types of deliveries that our patients had were 
as follows: normal spontaneous delivery, 184 
(62.0% ); low forceps, 75 (25.0% ); low mid-forceps, 
19 (6.4%); breech, 11 (3.6%); and cesarean section, 
9 (3.0%). 

We permit normal spontaneous delivery in our 
patients if labor is progressing satisfactorily. For- 
ceps are employed more frequently than in the 
patient without complications to avoid a prolonged 
second stage and to preclude excessive straining. 
Our incidence of cesarean section among these pa- 
tients, 3%, is slightly less than our over-all clinic 
incidence, and all these operations were done for 
obstetric indications. We have on occasion per- 
formed a cesarean section with use of local anes- 
thesia in patients who have active or recently ar- 
rested tuberculosis rather than subject the patient 
with borderline cephalopelvic disproportion to a 
prolonged trial of labor. We did not, however, find 
it necessary to do this in the current series. 


Summary and Conclusions 


The incidence of tuberculosis in pregnancy has 
remained constant over the years 1952-1956 and is 
similar to that in our 1933-1951 series. Although 
complete bed rest is no longer used as the sole 
treatment for the pregnant patient with tuberculo- 
sis, modified bed rest is still advised during preg- 
nancy. Pneumothorax is no longer used as a means 
of collapse therapy in the pregnant patient with 
tuberculosis, except on rare occasions. It was used 
in 0.6% of the patients in our present series, com- 
pared to 14% in the previous series. Antimicrobial 
therapy was used in 37% of our patients, compared 
to 1% in the previous series. With the drugs used 
in the dosages recommended, no untoward effects 
in mother or infant were noted. In the 1952-1956 
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series major thoracic surgery was performed in 
11% of our patients before or during pregnancy, 
compared to 2% in the previous series. The present 
trend is toward excisional surgery (lobectomy, 
pneumonectomy, or segmental resection) rather 
than collapse procedures (thoracoplasty ). Surgery 
may be performed during pregnancy, although this 
is not frequently indicated. In 3.7% of cases there 
was a progression of disease after delivery. In 86% 
there was no change, and in 10% there was im- 
provement. 

Excessive analgesia and anesthesia should be 
avoided in the tuberculous patient. Meperidine and 
pentobarbital sodium have been used with success 
in our patients. Local infiltration and pudendal 
block are preferred for anesthesia. Vaginal delivery, 
with use of forceps to shorten the second stage 
when indicated, is our method of delivery. Cesarean 
section occasionally may be employed to avoid 
prolonged and traumatic delivery 


Addendum 


Since the dosage of roentgens delivered with 
the conventional 14-by-17-in. chest x-ray is one- 
fiftieth of that delivered by the usual screening 
photofluorograph, we have discontinued routine 
photofluorographs in our antepartum clinic and 
now use the conventional 14-by-17-in. chest x-ray 


98-11 Queens Blvd., Forest Hills, L. I, N. Y. (Dr 
Schaefer ). 
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Rehabilitating the Aged.—The greatest obstacle in the way of establishing rehabilitation 
services in hospitals is the critical shortage of professional personnel. Although the need for 
trained professionals extends along the entire roster of medical and paramedical specialists 
. .. I will briefly touch only on the need for specially trained physicians. . . . The most press- 
ing shortage exists in specialists in physical medicine and rehabilitation, psychiatry, public 
health, and administrative medicine. All these specialties are vitally important in the care of 
the aging. This simple fact indicates one of the important aspects of the difficulties in medi- 
cal care of the aging. I wish to emphasize, however, that with the cooperation of all 
concerned, in the first place the medical profession, al] these problems can be solved. 
The majority of the medical profession has long ago abandoned its initial reservation to- 
wards rehabilitation and accepted it as full partner in the total effort of the service to the 
sick. If this acceptance could be emphasized in the field of the medical care of the elderly, 
these often neglected people would enjoy a great many new benefits.—H. A. Rusk and M. M. 
Dacso, Rehabilitation in the Aged, from the 28th Annual Graduate Fortnight on Problems 
of Aging, Bulletin of the New York Academy of Medicine, October, 1956. 








2168 


TREATMENT OF 


J.A.M.A., Dec. 28, 1957 


VENTRICULAR SEPTAL DEFECTS 


Earle B. Kay, M.D., Mohinder P. Sambhi, M.D., Cid Nogueira, M.D. 


and 


Henry A. Zimmerman, M.D., Cleveland 


In only a few short years opinion as to the 
significance of a ventricular septal defect has 
changed. The medical profession no longer looks 
upon this anomaly as necessarily the benign cardiac 
malformation described by Roger in 1879 and re- 
flected as such in the medical literature thereafter. 
Its significance depends upon the size of the defect, 
the amount of left-to-right shunt flow, and the 
response of the pulmonary vasculature to this in- 
creased pulmonary flow. In essence, a ventricular 
septal defect is a two-organ disease with both 
cardiac and pulmonary manifestations. An analysis 
of the cardiopulmonary dynamics of 66 patients 
with proved ventricular septal defects is presented 
in this paper. The clinical management of these 
patients is discussed. 

Ventricular septal defects may be either muscu- 
lar, membranous, or a combination of the two. The 
membranous defects may be located in the inflow 
tract of the right ventricle, beneath the septal leat- 
let of the tricuspid valve with the annulus of the 
tricuspid valve as one border, or they may be 
higher in the outflow chamber, also beneath the 
septal leaflet of the tricuspid valve but closer to the 
pulmonary valve. For purposes of this paper these 
defects will be considered in reference to their 
cardiopulmonary dynamics without consideration 
as to position. Some of the patients have been fol- 
lowed by us for as long as 10 years. All of them have 
had repeated roentgenologic, electrocardiographic, 
and cardiac catheterization examinations. 

On the basis of the cardiopulmonary dynamics, 
patients with ventricular septal defects can be 
classified into three groups for purposes of study 
and management. Group 1 consists of those patients 
with small defects. These patients have normal 
development without signs or symptoms except for 
the loud-blowing precordial systolic murmur. Heart 
size and pulmonary vasculature are normal. Cardiac 
catheterization studies reveal minimal shunt flow 
and normal right ventricular and pulmonary artery 
pressures. The defect in these patients might be 
referred to as being of no clinical significance and 
of the type originally described by Roger. 

Group 2 is an intermediate group, comprising 
the majority of patients with ventricular septal 
defects. For convenience of study and discussion 
this group can be further subdivided into grades 
1, 2, and 3 (table 1) on the basis of degree of shunt 
flow and pulmonary artery pressures. This group 
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Experience with congenital defects of the 
interventricular septum has shown that the 
prognosis is poor if the defect and associated 
shunt flow are large, both ventricles are 
enlarged, and the pressures in right ventricle 
and pulmonary artery are elevated. The pres- 
sures found by catheterization are an import- 
ant criterion of operability. Direct-vision 
closure of ventricular septal defects was 
carried out by means of a pump-oxygenator 
in 22 cases. There has been no operative 
mortality among the 16 patients whose right 
ventricular pressures had been below 80 mm. 
Hg. The six patients who died had an aver- 
age right ventricular pressure of 95.6 mm. 
Hg. The best time for closure is when there 
still is a large left-to-right shunt, with the 
electrocardiogram showing evidence of di- 
astolic overloading of the left ventricle. 
Operations correctly timed, in patients with 
low right ventricular pressures, carry the 
minimum risk. 











includes children with varying sizes of ventricular 
septal defects, varying degrees of cardiac enlarge- 
ment and pulmonary artery hypertension, and vary- 
ing responses of the pulmonary vasculature. Their 
clinical course may remain relatively static, slowly 
progressive, or rapidly progressive. Reversibility of 
shunt flow and the development of a ventricular 
septal defect with dextroposition of aorta (Eisen- 
menger complex) may eventually develop in pa- 
tients of group 2, grade 2, or of group 3. 

Group 3 consists of those patients, mainly infants, 
having a more fulminating course. The septal de- 
fect and the shunt flow are large. There is a four- 
chamber cardiac enlargement, increased pulmonary 
vasculature, electrocardiogram evidence of both 
left and right ventricular enlargement, and elevated 
right ventricular and pulmonary artery pressures. 
These patients do poorly during the early months 
of life and have frequent episodes of congestive 
failure and bronchopneumonia. The mortality rate 
is high during the first months of life. Edwards ' 
reported that, in an autopsy series on 30 patients 
with ventricular septal defects without associated 
malformations, who had been born alive, 19 had 
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died before they reached the age of 6 months. 
Other investigators * have also reported a high mor- 
tality rate during the same period. 

Civin and Edwards * have shown that in the fetus 
and at birth the ratio of the wall thickness to the 
lumen diameter of the pulmonary arteries is 
markedly reduced and that this accounts for the 
elevated pulmonary pressures in this early period. 
They have also shown that during the first six 
months of life there is a gradual thinning of the 
vessel wall and increase in the size of the lumen, 
with resulting reduction in the peripheral pul- 
monary vascular resistance. This is in keeping with 
the cardiac catheterization studies performed by 
Adams and Lind * in newborn infants with normal 
cardiovascular status, which showed evidence of 
right ventricular and pulmonary hypertension of 
moderate degree in each instance in this early 
period. 

The persistence of the thick-walled, small-lumen, 
fetal-type pulmonary vessels responsible for high 
pulmonary resistance and pulmonary hypertension 
is a protective mechanism present in infants with 
ventricular septal defects and is a limiting factor 
to the pulmonary flow from large left-to-right 
shunts. The transition from thick-walled fetal to 
thin-walled, large-lumen, low-resistance vessels, 
with consequent increased pulmonary blood flow 
and congestion, accounts for the episodes of cardio- 
pulmonary failure. With careful medical manage- 
ment the majority of these patients can be tided 
over the first months of life. As secondary pul- 
monary vascular sclerosis develops, with again 
higher resistance and lower pulmonary blood flows, 
the patients appear to go through several years of 
life with fairly normal development even in the 
presence of increasing pulmonary hypertension. 


Cardiac Evaluation Studies 


Clinical Evaluation.—The clinical evaluation of a 
patient with a ventricular septal defect is an im- 
portant aspect, but its limitations should also be 
fully appreciated. Group 1 patients with small de- 
fects show normal development and activity. There 
are no episodes suggesting congestive failure or 
bronchopneumonia during their past. In contrast, 
small infants with large defects (group 3) have 
obvious retardation of physical development, with 
clinical courses characterized by repeated episodes 
of pulmonary congestion and pneumonia. Children 
in the intermediate group (group 2) are the ones 
most difficult to appraise clinically. The compensa- 
tory mechanisms of the heart and lungs are such 
that outwardly these children may not appear sig- 
nificantly handicapped by their defect even in the 
face of increasing pulmonary hypertension and 
cardiac enlargement. Furthermore, in the final ap- 
praisal of all data, the findings must be interpreted 
in reference to the age of the patient. This is par- 
ticularly true in reference to cardiac catheterization 
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findings. Pulmonary artery pressure elevation, which 
in a patient 15 years of age might not be con- 
sidered significant, certainly would bear watching 
in an infant. Consequently, there can be no general- 
ization regarding pressures without taking into con- 
sideration all factors, particularly the ratio of right 
ventricular or pulmonary artery pressures to sys- 
temic pressures. A right ventricular pressure of 60 
mm. Hg in an infant having a systemic pressure of 
70 to 80 mm. Hg is of as much significance as a right 
ventricular pressure of 80 mm. Hg, with a systemic 
pressure of 100 mm. Hg, in an older child. 

From table 1 one will note that ventricular septal 
defects tend to be self-limiting in that with increas- 
ing age there is a decreasing incidence of patients 
seen. In other words, patients with ventricular sep- 
tal defects tend to die from their anomaly. Fifty 
per cent of the patients studied were below 6 years 
of age, and in each subsequent five-year age group 
the number of patients seen was approximately less 
than half the number in the preceding age group 
Ninety-two per cent of the patients were below 20 
vears of age, and only five patients had lived more 
than 20 years. Of the latter, three patients were in 
their 20's; one patient was 38 and another was 52 
years of age. 

Electrocardiograms.—Caretul electrocardiogram 
interpretation can be of great assistance in evalua- 
ting patients with ventricular septal defects. The 
children in the so-called Roger group ( group 1), as 
a rule, do not reveal any abnormality in the elec- 
trocardiograms. This is also true with regard to 
patients belonging to group 2, grade 1. Among the 
patients belonging to group 2, grade 2, 40% showed 
no abnormality in their electrocardiograms. This 
might be accounted for by the fact that biventri- 
cular enlargement occurs early. The neutralizing 
effects of the two ventricles may balance each other 
and give rise to no changes in the electrocardio- 
grams. In the remaining 60% of the patients belong- 
ing to group 2, all electrocardiograms revealed an 
RSR’ pattern in the right-sided precordial leads, 
that is, VR 4, V,, and often V .. This is interpreted 
as diastolic overloading of the right ventricle ac- 
cording to Cabrera and Monroy” and may repre- 
sent a stage before actual hypertrophy. In some 
cases significant changes were seen in the left-sided 
precordial leads. With the pressures in the right 
ventricle only moderately elevated at this time, 
namely, around 50 mm. Hg or so, there exists a large 
left-to-right shunt. This large shunt is responsible 
for enlargement of the left ventricular silhouette. 
This can often be picked up as a diastolic overload- 
ing pattern of the left ventricle, that is, tall R 
waves, preceded by somewhat exaggerated q waves 
as compared with normals, with positive high and 
peaked T waves in leads V; and Vs and deep S$ 
waves in leads V, and V;. This pattern in its typical 
form has been present in three of the cases belong- 
ing to group 2, grade 2. 
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As pulmonary hypertension in group 2, grade 3, 
and in group 3 develops, actual hypertrophy of the 
right ventricular muscle results. This shows up in 
the electrocardiogram as a tall R wave and a deep 
inverted T wave in V,, thus adding the pattern of 
systolic overloading of the right ventricle. In ven- 
tricular septal defects the pattern of systolic over- 
loading of the right ventricle is not seen in the pure 
form which is characteristic of pulmonary stenosis. 
It is always superadded to, or appears coexistent 
with, the diastolic overloading pattern of the right 
ventricle and thus gives rise to what may be termed 
composite loading of the right ventricle. This has 
been invariably seen in group 3 patients. 

As the pulmonary resistance rises further and the 
pressures in the pulmonary and systemic arteries 
approach each other, the positive T waves in the 
left-sided precordial leads start flattening and may 
became negative. We have interpreted this as re- 
sulting from the disappearance of the diastolic over- 
loading pattern of the left ventricle caused by 
diminishing left-to-right shunt. This has been ob- 
served consistently in all patients in whom the ratio 
of pulmonary artery—-systemic artery pressure was 
approaching one. Since the best time to close a ven- 
tricular septal defect is when there is still a large 
left-to-right shunt, the presence of a diastolic over- 
loading pattern of the left ventricle in the electro- 
cardiogram has been accepted by us as_ a favorable 
time to operate; its disappearance signifies a grave 
prognosis. 

Roentgenograms and Cardiac Fluoroscopy.— 
Roentgenograms and fluoroscopic examinations of 
the chest are of considerable value in the evaluation 
of cardiac size, chamber enlargement, and pulmo- 
nary vascularity and reflect with considerable ac- 
curacy the significance of the underlying defect. 
Heart size and pulmonary vascularity are normal in 
patients with small defects, whereas, for the most 
part, the greater the size of the defect, the larger 
will be the size of the heart and the greater the 
degree of pulmonary vascularity. The image ampli- 
fier has been of the utmost value in evaluating 
increases in pulmonary blood flow and the expansi- 
bility of the pulmonary vessels. It is of aid in differ- 
entiating between the engorged but static pulmo- 
nary vessels of severe pulmonary hypertension and 
those that are distended from increased pulmonary 
blood flow. 

Cardiac Catheterization Studies.—The informa- 
tion obtained from cardiac catheterization studies 
regarding the cardiopulmonary hemodynamics is 
the most important information obtained from all 
the examinations performed. The diagnosis of ven- 
tricular septal defect is dependent upon the increase 
in the oxygen content of the blood of the right 
ventricle over that of the right auricle. The average 
increase noted was 1.9 vol. %, and this varied from 
0.5 to 5.6 vol. %. 
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The pulmonary blood flow is obtained by apply- 
ing the Fick principle; it equals the oxygen absorp- 
tion per unit of time divided by the difference be- 
tween the oxygen saturation of a systemic artery in 
volumes per cent and that of the pulmonary artery. 
The systemic blood flow can be computed in a 
similar manner by using the difference between 
oxygen saturation of the arterial blood and the 
mixed venous blood obtained in the right auricle. 
Since the numerators of the two Fick equations 
above are the same (cubic centimeters of oxygen 
absorption per minute), the ratio of systemic to 
pulmonary flow and the relative magnitude of the 
shunt flow (percentage of shunt flow) may be 
estimated by the inverse proportion of the denomi- 
nators without determining oxygen absorption and 
introducing another determination that may be sub- 
ject to error in small children. 

The resistance of the pulmonary vascular bed is 
obtained by dividing the mean pulmonary arterial 
pressure by the pulmonary flow in cubic centi- 
meters per minute. This is usually expressed in 
arbitrary units. 

PRU=Mean pulmonary artery pressure 


Pulmonary flow, cc./min. 


Pulmonary flow, percentage of shunt flow, pul- 
monary artery pressure, and pulmonary vascular 
resistance are all important interrelated factors and 
provide information as to the underlying physio- 
pathology of the pulmonary vascular bed. Increased 
pulmonary flow may initially, in the presence of a 
low pulmonary vascular resistance, not be associated 
with elevated pulmonary artery pressure. As resist- 
ance increases, pulmonary pressures increase and 
flow decreases. Pulmonary flow and vascular re- 
sistance can be quite accurately obtained in large 
children and adults, but they may be subject to 
error in small children and infants and particularly 
so if the patients are under anesthesia. For practical 
purposes the determinations most significant to us 
in the evaluation of a patient with a ventricular 
septal defect with pulmonary hypertension are the 
pulmonary pressures, percentage of shunt flow, and 
systemic arterial oxygen saturation obtained with 
response to room air, 100% oxygen, and intravenous- 
ly administered aminophylline. Also, of particular 
value in the evaluation of a patient with a ventric- 
ular septal defect are the comparative data obtained 
from repeated cardiac catheterization studies at 
periodic intervals. 

With the above concepts in mind, further analysis 
of the 66 patients (table 1) demonstrates that there 
is a fairly constant number of patients, or about 
25%, in whom the ventricular septal defects are un- 
doubtedly small; the right ventricular pressures 
are within normal range and clinically never be- 
come significantly increased. These patients have 
the benign type of ventricular septal defect, as 
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described by Roger. Approximately 75% of the re- 


maining patients have some elevation of pulmonary 
artery pressure. 

A second group have sufficient shunt flow to 
cause some increase in pulmonary resistance and 
elevated pulmonary pressures in the range of 30 to 
50 mm. Hg. Depending upon the degree of shunt 
flow and the response of the pulmonary vascular 
bed, a patient in one category may remain there; 
that is, his condition may remain static or over a 
period of time may progressively worsen. Certainly 
a right ventricular pressure of 40 to 50 mm. Hg with 
a moderate degree of shunt flow is more significant 
in a child, 3 to 4 years of age, than in an individual, 
15 to 20 years of age. Approximately a third of the 
patients fall into this group of mildly elevated pul- 
monary pressures (grade 1). 

In our opinion, pulmonary artery—right ventric- 
ular pressures above 50 mm. Hg (grade 2) are 
significant, and when elevated above 80 mm. Hg 
(grade 3) they are dangerous. It is interesting to 
note that more than 48% of the patients in the group 
under 5 years of age had significantly elevated pres- 
sures above 50 mm. Hg, and of this group 62.5% had 
pressures at the dangerous level of more than 80 
mm, Hg. Thirty-three per cent of the patients in 
the age group 5 to 10 years had pressures above 
50 mm. Hg, and 83% of these were in the group at 
the dangerous level of more than 80 mm. Hg. 
Furthermore, of the five patients over 20 years of 
age, four had right ventricular pressures above 50 
mm. Hg and two had pressures above 80 mm. Hg, 
which may suggest that the presence of small de- 
fects over a long period of time may also be dis- 
abling. te 

All the patients with arterial oxygen saturation 
below 90 vol. % were in the group having right 
ventricular pressures above 80 mm. Hg. In contra- 
distinction, not all patients with pulmonary artery 
pressures above 80 mm. Hg showed arterial desatu- 
rations below 90 vol. %. The higher the right ven- 
tricular pressure, the greater is the tendency to 
bidirectional shunting and, in turn, arterial desatu- 
ration. However, the significance of the time factor, 
or duration during which pulmonary hypertension 
has existed in impairing the efficiency of oxygena- 
tion, is suggested in table 1 by the increased per- 
centage of patients with arterial desaturation in the 
progressive age groups. This factor is undoubtedly 
on the basis of pulmonary vascular sclerosis. 

Management of Patients with Ventricular Septal 
Defects.—All patients suspected of having congeni- 
tal heart disease and specifically, in this instance, 
ventricular septal defects should be thoroughly 
evaluated. If they are found to be in group 1 where 
the shunt flow is small and the pulmonary artery 
pressures are within normal range, obviously no 
definitive therapy is indicated. They can be allowed 
normal activity but should be reevaluated within 
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a period of two to three years. Group 3 patients 
(the infants having a more fulminating course 

are seriously ill and may die of their disease during 
the early months of life. They require the most 
skillful attention. It has been our policy to hospital- 
ize these babies at the slightest provocation for in 

tensive therapy. High oxygen concentration is of 
value in reducing the pulmonary hypertension, un 
less a stage is reached when the pulmonary vascula: 
changes become too diffuse and extensive. The 
patients are kept on maintenance therapy with peni- 
cillin and digitalis. By such management the major- 
ity of these infants can be brought through the 
early months of life to such a period when they are 
a better operative risk. The management of patients 
in group 2, grade 1, with moderate shunt flows and 
pulmonary artery pressures between 30 and 50 mm 
Hg, has varied, depending on whether the pressure 
is closer to 30 or 50 mm. Hg, on the percentage of 
shunt flow, and on the age of the patient. Children 
with moderate shunt flows (30+-% ) and pulmonary 
artery pressures below 40 mm. Hg have been ad- 


TABLE 1.—Analysis of Sixty-six Patients with 
Ventricular Septal Defects 


Right Ventricular Pressure, Mm. He 


Above 
Patients Group 2 With 
_—— A _ Oxyeet 
Age Above Above Saturation 
Group, Group] 30-50, A), ),* Below 4% 
Yr No. % 80 Gradel Grade? Grade’ Vol 
‘ , en {Pts. 7 10 16 10 4 
7 ss = \% 21.2 30.3 48.5 62.5 ui) 
- . on « {Pts 5 7 6 5 i 
50 8 2 1% 28 39 33 83 so) 
” , { Pts. 5 2 1 1 
10-15 i lu.6 1% 71 9 iT) 100 
a - [Pts 1 1 1 1 1 
15-20 3 $50 lg 33 33 33 100 100 
"4 - -s {Pts l 4 2 ; 
20-+- ad Td 1% ~) th) |) lim 
Av. Shunt Flow, 
% Systemic Tlow... 26.3 DA 66.7 


* Group 3 when fulminating type occurring in infants 


vised to have repeat examinations one to two years 
later. If at the second or third evaluation pulmonary 
artery pressures are elevating significantly toward 
50 mm. Hg, then operative closure of the defect is 
advised. If the findings are remaining stationary, 
then later evaluation is again recommended. If the 
individual is older (10 to 20 years), with pressures 
in the range of 40 mm. Hg, later evaluation is 
recommended. 

As more experience and knowledge of the hemo- 
dynamics of ventricular septal defects are attained. 
these opinions undoubtedly will change. When the 
operative risk becomes insignificant, operative 
closure may well be recommended in the presence 
of perhaps a 20% shunt flow and only a mild degree 
of pulmonary hypertension (40 mm. Hg). 

All patients in group 2, grade 2 (patients with 
pulmonary artery pressures more than 50 mm. and 
less than 80 mm. Hg) have been advised to have 
operation unless otherwise contraindicated. This is 
the most satisfactory group of children to treat 
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surgically. They all have obvious clinical disability 
in advance (which, in some instances, may be only 
cardiac enlargement and increased pulmonary vas- 
cularity ), their operative risk is negligible, and they 
are all greatly benefited by operation. The vascular 
changes in the lungs, if present, either are not severe 
or are easily reversible, for pulmonary complica- 
tions therefrom have not been noted. 


TaBLE 2.—Analysis of Eight Patients with High Pressure on 
Right Side of Heart 


% Ratio, 
Brachial Pulmonary 
Systolic — Systolic, Diastolic, or Artery, 
Case Right Pulmonary Pulmonary Femoral Brachial 
No.* Ventricle Artery Artery Artery Artery 
1 (8S) 80 88 44 108 81 
2 (S) 80 80 26 108 74 
8 (8) 85 75 82 110 68 
4 (S) ou coe ee 108 74 
5 (F) 8X wen a 88 100 
6 (F) 110 108 50 106 100 
7 (F) 76 80 40 80 100 
8 (F) 80) 86 40 80 100 
*§ = Survival. 
F = Fatality. 


Patients in group 2, grade 3, with severe pulmo- 
nary hypertension and beginning arterial desatura- 
tion, are the ones who have the greatest number of 
problems and among whom operative mortality has 
been high. From the careful study of such patients 
before, during, and after operations, certain know]- 
edge is emerging which has furthered our under- 
standing of this condition, and upon it management 
can be based. After the sclerosis in the pulmonary 
arteries becomes irreversible from the long-standing 
pulmonary hypertension, it appears that such 
patients not only have gone beyond the stage where 
they may be benefited by surgical closure of the de- 
fect but may either die or be worsened by removing 
the increased pulmonary blood flow. 

This concept is illustrated by the data in table 2, 
where the percentage rates of pulmonary artery- 
systemic artery pressures are analyzed. Compara- 
tive analysis of four patients with pulmonary artery 
pressures approximately 80% of systemic pressure 
and of four other patients in whom this ratio was 
100% has revealed a 100% survival in the first group 
as compared with a 100% fatality in the second 
group. Although successful operations have been 
performed on six patients in whom this ratio was 
more than 80%, the danger of such operations has 
been high (50%) as compared with no mortality 
when this ratio was less than 80%. Microscopic 
sections of the pulmonary vessels (see figure) in 
the fatal cases have all shown extensive medial and 
intimal sclerosis. 

This opinion is further substantiated by a recent 
report by Adams and associates,° correlating micro- 
scopic pulmonary vascular changes, obtained from 
lung specimen biopsies and examination of autopsy 
material, and survival after operation. These authors 
classified the pathological changes in the pulmonary 
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vessels into three grades. Twelve patients having 
severe grade 3 changes in the media and intima of 
the pulmonary vessels failed to survive operation, 
as compared with 50% survival of 22 patients with 
mild to moderate vascular changes and 100% sur- 
vival of 16 patients with normal pulmonary vessels. 

It appears that, after a certain degree of thicken- 
ing of the pulmonary arteries has developed, 
increased pulmonary blood flow and increased pres- 
sures are necessary for oxygenation. From the 
meager experience to date, one cannot place definite 
limits of pulmonary hypertension and arterial de- 
saturation, beyond which operative intervention is 
contraindicated. The one generalization that can be 
made is that the operative risk increases and the 
benefit from surgery decreases with increases in the 
pulmonary pressure beyond certain limits. It is diffi- 
cult to ascertain the exact mechanism of death in 
patients with pulmonary hypertension, but one of 
the most prevalent complications has been left-sided 
cardiac failure, with the inability to maintain sys- 
temic pressure, and subsequent pulmonary edema. 
It is postulated that, with closure of the ventricular 
septal defect and the shunting of blood from a 
lower diastolic system (pulmonary ) to a higher one 
(systemic), the cardiodynamics cannot be read- 
justed so acutely. Two mechanisms have taken place 





Photomicrograph of small pulmonary artery in patient 
with ventricular septal defect and secondary pulmonary 
hypertension, demonstrating both medial sclerosis and 
intimal proliferation. A, hematoxylin and eosin stain; B, 
Verhoeff-van Gieson elastic tissue stain (x 175). 


when a ventricular septal defect with a large shunt 
flow has been closed. The first has been a reduced 
pulmonary blood flow, which may be insufficient in 
the presence of pulmonary vascular sclerosis; in the 
second mechanism, the left side of the heart is now 
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pumping the entire blood volume against a higher 
vascular resistance than when the shunt was still 
open. It is possible that, with the reduced pulmo- 
nary flow in the presence of pulmonary vascular 
sclerosis, there is difficulty in blood getting through 
the pulmonary circulation to return to the left side 
of the heart and, in turn, difficulty in maintaining 
systemic pressures. It is possible that, if these opera- 
tive changes could be more gradual or partial, the 
cardiopulmonary circulatory dynamics might have 
an opportunity to readjust and possible irreversible 
pulmonary vascular changes might with time have 
an opportunity to become partially or completely 
reversible. 

One of the problems now presenting itself is how 
clinicians can determine preoperatively whether the 
pulmonary vascular changes are permanent or re- 
versible and whether a patient with a ventricular 
septal defect and pulmonary hypertension should 
be subjected to surgery. It has been found from 
comparative studies made during cardiac catheteri- 
zation determinations of the pulmonary vascular 
response to room air, 100% oxygen, and intravenous- 
ly administered aminophylline that an opinion can 
be obtained as to the status of the pulmonary vessels 
and the degree of diffuseness of the vascular sclero- 
sis. There can also be determined whether such 
vessels are capable of dilating, whether there are 
sufficient number of remaining normal blood vessels, 
what the likelihood of the patient surviving the 
operative procedure would be, and what is the 
possible benefit to be derived from surgery. Ex- 
amples of the above pulmonary vascular response 
in patients with severe pulmonary hypertension are 
noted in table 3. 


TaBLE 3.—Pulmonary Vascular Response and Prognosis in 
Four Patients with Severe Pulmonary Hypertension 


Pulmonary 
Artery Pressure 
ee ——E 
Systemic Room 100% 
Case Age, % Shunt Pressure, Air, Oxygen, Result of 
No. Yr. Flow Mm.Hg Mm. Hg Mm.Hg Surgery 
L.cctsenions 3 61 100/70 80/40 29/10 Good 
Se ee 2 71.4 80/60 80/40 78/38 Died 
Se senconns 10 62 110/66 86/32 45/15 Died 
25/5 
(postop- 
erative) 
G.ccsseuues 4 45 94/70 80/26 Now 
conva- 
lescent 
0 75/30 
(6 mo. post- 
operative) 


The effect of the 100% oxygen concentration un- 
doubtedly is on the unaffected or partially affected 
vessels still capable of dilating and reducing the 
pulmonary vascular resistance. As noted in table 3, 
the pulmonary vascular response in case 1 was a 
lowering by more than 60% of the pulmonary artery 
pressure when 100% oxygen was breathed. The 
patient survived the operation, and the result has 
been good. In contrast, there was no response to 
100% oxygen in case 2, suggesting a fixed arterial 
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bed. This child had had numerous episodes of con- 
gestive failure. At the time of surgery a large ven- 
tricular septal defect was found, the diameter of 
which was as large as the aortic valve. The child 
died 30 hours after operation. The microscopic sec- 
tions of the lungs showed extensive and diffuse 
vascular sclerosis. A satisfactory response was note! 
in case 3, with the patient breathing room air at a 
pulmonary artery pressure of 86/32 mm. Hg and 
100% oxygen at a pressure of 45/15 mm. Hg; afte: 
closure of the ventricular septal defect the pulmo- 
nary artery pressure was reduced even further to 
25/5 mm. Hg. The prognosis under such circum 
stances was felt to be quite hopeful. The immediate 
postoperative course was satisfactory. However, on 
the third postoperative day an intratracheal tube 
that had been inserted because of excessive secre- 
tions became plugged, causing difficulty in breath- 
ing and cyanosis. While this was being remedied, a 
cardiac standstill developed. The chest was opened, 
and beating of the heart restarted; however, this 
did not take place before cerebral anoxia occurred, 
for afterward the patient had evidence of cerebral 
damage and died three days later. Microscopic sec- 
tions of the lungs showed only minimal to moderate 
vascular sclerosis. It is felt that, from the pulmonary 
vasculature aspect, this patient was capable ot 
normal hemodynamic function. Another example of 
probably permanent pulmonary vascular changes is 
case 4; this patient was studied before the impor- 
tance of studies with 100% oxygen was known. As 
noted in table 3, even though there was no shunt 
flow postoperatively, there had been no significant 
reduction in pulmonary artery pressures at the time 
of checkup cardiac catheterization studies six 
months later. 
Comment 


Careful evaluation of the data obtained in the 
cardiac evaluation studies now allows us to differen- 
tiate in advance which patients may have the great- 
est opportunity of being helped and which patients 
may be beyond surgical correction. Twenty-two 
patients with isolated ventricular septal defects 
have now been operated on by means of a mechani- 
cal pump-oxygenator. There was an average right 
ventricular pressure of 73 mm. Hg. The significance 
of pulmonary hypertension is reflected in both 
operative mortality and benefit derived from opera- 
tion. The average pressure in children who survived 
operation has been 64 mm. Hg as compared with 
94.6 mm. Hg in children who died. There has 
been no operative mortality among patients with 
pulmonary artery pressures less than 80% of sys- 
temic pressure. Furthermore, checkup cardiac 
catheterization studies in those children studied so 
far postoperatively demonstrate that some patients 
with pressures around 80 to 90 mm. Hg have a 
fixed pulmonary vascular bed that either will not 
reverse itself or will do so slowly over a period of 
years. 
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With the success attained in the direct-vision 
closure of ventricular septal defects by means of a 
pump-oxygenator, the operative risk is so small in 
good-risk patients (pressures below 80 mm. Hg) 
that one should not hesitate to recommend opera- 
tion during the opportune time. In our series of 22 
patients with isolated ventricular septal defects, 
there has been no operative mortality—early or late 
—among patients with right ventricular pressures 
below 80 mm. Hg, whereas the 6 patients who died 
postoperatively from cardiopulmonary complica- 
tions had an average right ventricular pressure of 
94.6 mm. Hg. 
10465 Carnegie Ave. (6) (Dr. Kay). 
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THE PROTECTIVE EFFECT OF MONOVALENT ASIAN-STRAIN 





VACCINE AGAINST ASIAN INFLUENZA 


James O. Culver, M.D., Berkeley, Calif., Major Robert E. Nitz (M.C.), U. S. Army 


Edwin H. Lennette, M.D., Ph.D., Berkeley, Calif. 


A series of field trials ' in the early 1940’s showed 
that influenza vaccines exert a protective effect 
against infection with the homologous virus type.* 
In the 1947 studies, vaccines previously regarded as 
effective failed to protect, and the lack of protective 
capacity was attributed to the world-wide emer- 
gence of an antigenically new subgroup of influenza 
A viruses, since collectively termed the A’ group.” 
Retrospectively, observations made as early as 1943- 
1944 '" suggested that antigenic variants of decided 
import to preventive medicine were occurring, and 
some warning of the antigenic nature of the viruses 
that would be encountered during 1947 was afford- 
ed by the isolation of the Cam strain in Australia in 
1946, albeit there was no indication at that time 
that strains related to the Cam would become 
world-wide in their distribution.* 

Since 1947, influenza vaccines have contained 
one or more strains of the A’ group. In 1957, as in 
1947, outbreaks of influenza A appeared in various 
parts of the world. In 1957, outbreaks occurred in 
China, Singapore, and Hong Kong and rapidly 
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An aqueous influenza vaccine containing 
the A/Japan/305/57 strain was compared 
with a placebo in a study of 2,364 Army re- 
cruits. The vaccine was injected subcutaneous- 
ly in 1-ec. doses containing about 250 CCA 
(chick cell agglutinating) units. The data, ob- 
tained during the declining phase of an 
outbreak of respiratory disease composed 
largely but not entirely of Asian influenza, 
showed 20 cases of respiratory illness occur- 
ring 10 or more days after inoculation among 
916 recruits in the vaccinated group and 55 
comparable cases among 1,448 recruits in 
the placebo group. The difference would oc- 
cur by chance only once in 36 trials and is 
evidence of a protective effect. Estimate of 
effectiveness was 43%. Since not all of the 
illness could be considered to be influenza, 
the estimate of effectiveness is minimal. 











spread to Taiwan, Japan, the Philippines, India, 
and other areas.” Small outbreaks have occurred in 
the United States after the spread of the virus from 
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California, its presumed point of introduction. Anti- 
genic analysis of a number of strains incriminated 
in the 1957 episodes indicate that they all belong 
to the familiar type A family of influenza viruses, 
but constitute a new subgroup, collectively termed 
the “Asian strains.” ° In their antigenic composition, 
these new viruses have been found to be at least 
as different from previous type A and A’ viruses as 
were the A’ strains from the A strains, This year, as 
was not true in 1947, some warning of what may 
impend has been given the United States and cer- 
tain other areas of the world, inasmuch as the Asian 
strains, so different antigenically from those respon- 
sible for influenzal disease during the winter of 
1956-1957 and from those incorporated in vaccines 
prepared for the 1956-1957 season, have caused 
widespread illness in the Orient and, at the time of 
writing, considerable morbidity in the United States. 
It is assumed, by analogy with the past per- 
formance of influenza vaccines, that preparations 
containing a so-called Asian strain of the virus 
should confer protection comparable to that in- 
duced by previous vaccines which contained strains 
antigenically similar to those causing the outbreaks. 
However, direct evidence of a protective effect is 
lacking.’ In view of these considerations, a field 
trial was conducted under the auspices of the Com- 
mission on Influenza of the Armed Forces Epidemi- 
ological Board; the present communication deals 
with a preliminary evaluation of the protective 
effect of a monovalent Asian strain vaccine when 
tested against influenza produced by Asian strain 
viruses, 
Material and Methods 


The Vaccine.—An aqueous-type vaccine contain- 
ing only the A/Japan/305/57 strain was employed. 
All the vaccine used was prepared by a single man- 
ufacturer, who used the red blood cell elution 
method and inactivated the virus with 1:4,000 for- 
malin. The formalin was not neutralized. The final 
product was subjected to the usual sterility and 
safety tests prescribed by the National Institutes 
of Health, and thimerosal was added as a preserva- 
tive. The vaccine was standardized to contain 400 
CCA units of virus per cubic centimeter. However, 
technical difficulties have been experienced with 
the conventional assay method when applied to the 
Asian group strains and hence the designated unit- 
age may not be accurate. (After this paper was 
completed, we were informed that the vaccine we 
used may have contained as little as 250 CCA units 
per cubic centimeter.*) 

A placebo consisting of formalinized saline solu- 
tion was administered to the control population. 
Both the specific vaccine and the placebo were 
given subcutaneously in l-cc. doses. 

The Study Population—The assessment was 
undertaken at Fort Ord, Calif., during the latter 
part of an outbreak of Asian influenza. This out- 
break began in mid-June, 1957, reached its peak 


during mid-July, and continued, with a declining 
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incidence, through August. During this outbreak, 
six isolations of virus were made from patients 
hospitalized with influenzal disease. Serologically, 
all six strains were very closely related to, and virtu 
ally indistinguishable from, the A/Japan/305/57 
strain. Diagnostic complement-fixation tests are 
currently being done on the serums of all patients 
who were admitted to the respiratory disease ward 
at the Station Hospital. Because of the large num 
ber of hospitalized individuals, the tests are not as 
yet completed, but the serologic findings up to the 
time of writing indicate that 645 men admitted to 
hospital with respiratory disease had influenza. (A 
serologic diagnosis of influenza is based on the 
occurrence of a four-fold or greater rise in comple 
ment-fixing antibody titer to type A influenza virus, 
the family to which the Asian strain belongs. ) Most 
individuals with a clinical diagnosis of influenza 
were not admitted to the hospital. Extrapolations 
based on the number of patients seen in dispen- 
saries and excluded from the hospital in relation to 
the number of patients admitted to the hospital, 
and the number in whom there was serologic evi- 
dence of influenzal infection, suggest that some 
4,000 cases of influenza may have occurred on the 
post during June and July, 1957. 

Vaccine containing the Asian strain virus was 
not available at the beginning of the outbreak and 
was received only after the outbreak had reached 
its peak and the rates were actually declining. In 
addition, at the time the vaccine was received the 
upper respiratory disease rates were so high that 
all available hospital facilities were in full use and 
it was necessary to exclude from the hospital those 
individuals who had mild influenza, or influenza 
in an uncomplicated form. Those individuals who 
could not be hospitalized were returned to the bar- 
racks and kept under intermittent medical surveil- 
lance on an outpatient basis. For these reasons, 
plus the fact that large numbers of men on the post 
had already been exposed to infection, as well as 
the possiblity that considerable numbers might al- 
ready have been immunized by naturally occurring 
infections, it was decided to administer the vaccine 
only to new recruits entering the post. Such recruits 
were considered to constitute a highly susceptible 
population in which the disease would perpetuate 
itself unless steps were taken to break the infection 
cycle by immunization. 

Inoculations were begun July 26, 1957, and com- 
pleted on Aug. 14, 1957. It was planned to give 
the specific vaccine to 40% of the men in the newly 
formed recruit companies and to give placebo to 
the remaining 60%. The recruit company rosters 
were divided serially into groups of 10 men; the 
first 4 men received the vaccine, the second 6 re- 
ceived the placebo. Where a relative contraindica- 
tion to the administration of vaccine existed, as in 
the case of hypersensitivity to egg material or a cur- 
rent history of asthma, the placebo was given. 











Because of the complex situation prevailing on 
the post at the time, it was decided that evaluation 
of the vaccine should be attempted on two differ- 
ent bases. The first method considered all men who 
entered the hospital with respiratory disease and 
were members of vaccinated companies. In this 
method, material appropriate for laboratory diag- 
nostic purposes is obtained, generally blood speci- 
mens taken during the acute and convalescent 
stages. The necessary follow-up, however, is cum- 
bersome; the results of laboratory tests are long 
delayed; and men who are excluded from hospital 
care are not taken into account in the evaluation. 
The second method is based on the size and nature 
of the population reporting to the dispensaries with 
respiratory disease. For this method, a tabulation 
was made of all men from the vaccinated compa- 
nies who reported to the dispensaries with signs 
and symptoms consistent with respiratory disease. 

Because of the difficulties associated with the 
clinical diagnosis of influ-nza, no attempt was made 
to differentiate an influenza syndrome from other 
upper respiratory disease. Organizational difficulties 
and the heavy work load imposed by the large 
number of patients reporting to the dispensaries 
precluded any attempt, however desirable, to ob- 
tain material for viral diagnostic tests. 

The findings obtained by the second method are 
reported here. By this method, the vaccine was 
tested, in essence, against total respiratory disease 
and, unfortunately, at a time when the incidence of 
influenza was known to be declining. Ordinarily, 
we would not undertake evaluation of a vaccine by 
this method because of a number of obvious dif_i- 
culties which arise when a vaccine is used in the 
face of a large outbreak or at a time when the 
morbidity rate is declining. However, because some 
information on the protective effect of the vaccine 
is highly desirable in the present situation, a study 
by the second method was undertaken as a calcu- 
lated risk. The study was conducted as a “double- 
blind,” that is, neither the recruits who were inocu- 
lated nor the physicians who examined them in the 
event of illness knew which man had received the 
specific vaccine and which the placebo. 


Results 


The active vaccine and the placebo were given 
to recruits arriving at Fort Ord during the period 
from July 26 through Aug. 14, 1957. A total of 916 
men, representing 39% of the study group, received 
the specific vaccine, and 1,448 men, representing 
61% of the study group, received the placebo. The 
11 recruit companies comprising the study group 
were followed for varying periods of time, and 
were observed through Aug. 26, 1957. The inci- 
dence of total respiratory disease in the two study 
groups is presented in the table. When men re- 
ported to the dispensary more than once for treat- 
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ment of respiratory illness, only one case wa: 
considered to exist. During the interval from Jul 
27 through Aug. 26, 405 recruits in the two groups 
reported to the dispensary with respiratory illness 

For the purposes of this study, the number of 
men reporting with respiratory illness was sub- 
divided into two groups, viz., individuals reporting 
with respiratory illness within 10 days of receipt 
of vaccine or placebo and individuals reporting 10 
or more days after administration of these materials. 
No vaccine can be expected to exert an immediate 
protective effect, and it is necessary to remove from 
consideration those individuals who become ill dur- 
ing the postvaccination interval when immunity is 
developing and attaining an effective level; in the 
case of influenza, there is general agreement that 
a resistant state, as reflected qualitatively by the 
appearance of antibodies, develops in about 10 
days. 

The table shows that 330 men in the recruit 
study population reported to the dispensary within 
10 days after inoculation. Of these 330 individuals, 
114 had received the specific vaccine and 216 had 


Occurrence of Respiratory Disease in Trainees Who Received 
Asian-Strain Influenza Vaccine or Placebo® 
Cases Reported Less Cases Reported 10 or 


Than 10 Days After More Days After 
Inoculation Inoculation 


No. Men. —-—— +>, — +--+ 
Population Entering Attack Rate Attack Rate 
Group Studyt No. per 1,000t No. per 1,000 
Vaccinated ... 916 114 124.5 20 21.8 
Placebo ...... 1,448 216 149.2 55 37.9 


* During the period from July 27 through Aug. 26, 1957. 

+ From July 26 through Aug. 14, 1957. 

} Attack rates are based on total number of men in vaccinated and 
placebo groups, although it is appreciated that the period of observa- 
tion varied from 13 to 31 days in different companies in study. 


received the control preparation. Respiratory illness 
was encountered with a greater frequency in men 
who had received the placebo material than in the 
group who had received the specific vaccine; the 
difference suggests, but by no means proves, that 
some slight degree of protection might have been 
brought about even during this early interval post- 
inoculation. 

Analysis of the data relating to the occurrence of 
respiratory disease in individuals 10 or more days 
postinoculation reveals more definite evidence of 
protection. Of 75 men who reported to the dispen- 
saries with respiratory illness, 10 or more days 
after inoculation, 20 were found to have received 
the specific ‘accine and 55 the control material. 
This gives a case rate of 22 per 1,000 in the vac- 
cinated men and a case rate of 38 per 1,000 in the 
control group. The significance of the difference of 
these two case rates was calculated and the differ- 
ence was found to be significant at the 0.05 level 
( p=0.0278 ). In other terms, such a difference might 
occur by chance only once in 36 times. Point esti- 
mate of effectiveness of the vaccine was calculated 
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and found to be 43%. Since this field trial took no 
account %f the specific diagnosis of influenzal dis- 
ease and since respiratory disease of other etiology 
almost certainly was occurring in the study groups, 
the actual effectiveness of the vaccine against in- 
fluenzal disease may well have been higher. 


Comment 


The study reported here deals with crude data. 
The absence of specific etiological diagnosis does 
not permit as soundly based a quantitative evalua- 
tion as would be desirable. The period of observa- 
tion was short and did not permit any estimate of 
the effectiveness of the vaccine over an extended 
period of time. Nonetheless, it was possible to ob- 
tain a preliminary answer to a question whose 
importance is heightened by the time factor, viz., 
can an influenza vaccine prepared from an Asian 
strain virus effect a decrease in the morbidity due 
to infection with Asian strains. To the best of our 
knowledge, direct evidence on this point, with the 
exception of this study, is unavailable.’ 

It is of interest that the vaccine used in this study 
might from some standpoints be considered im- 
munogenically inadequate. Of 21 individuals tested 
from two to four weeks after inoculation with this 
vaccine, about one-third showed a fourfold or 
greater complement-fixing antibody titer response. 
Patients with influenzal disease during this outbreak 
responded with an eightfold to sixteenfold or great- 
er rise in complement-fixing antibody titer during 
their illness. The hemagglutination-inhibiting anti- 
body response elicited by the vaccine was virtually 
nil. (A similar apparent failure to call forth a 
hemagglutination-inhibiting antibody response has 
been noted by us with other batches of Asian strain 
vaccines administered to civilian population groups.) 
The virtually complete absence of hemagglutina- 
tion-inhibiting antibody post vaccination may be 
more apparent than real, since the hemagglutinat- 
ing activity of Asian strain viruses is capricious and 
since their erratic and atypical behavior leads to 
technical difficulties in the performance of hemag- 
glutination and hemagglutination-inhibition tests.” 

In spite of the adverse factors inherent in this 
study, it appears probable that a genuine protective 
effect was demonstrated. Disregarding questions of 
relative potencies of vaccines, the data presented 
here support previous opinions that influenza vac- 
cines containing Asian strain viruses may be rec- 
ommended for use in appropriate population groups 
and under suitable circumstances. 


Summary 


A field trial was undertaken of a monovalent in- 
fluenza vaccine containing only the A/Japan/305/- 
57 strain of influenza A virus. Encouraging evi- 
dence was obtained that the vaccine exerted a 
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genuine protective effect. The point estimate of 
effectiveness was 43%. Because of the adverse con 
ditions under which the evaluation was undertaken, 
this figure represents an estimate of minimal effi 
cacy; when the vaccine is given under much more 
suitable conditions, its protective capacity may well 
be considerably higher. 


2151 Berkeley Way (4) (Dr. Lennette). 
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SEVERE IMMEDIATE REACTIONS TO BIOLOGICALS 
CAUSED BY SILK ALLERGY 


Spencer F. Brown, M.D., Darien, Conn. 


and 


Monroe Coleman, M.D., Stamford, Conn. 


Immunizing agents have on numerous occasions 
produced severe allergic reactions which in some 
instances have resulted in shock and even death. 
Components of culture mediums which remained 
in the biological products were found to be the 
antigens which produced some of these reactions. 
Typhus vaccine, which is made from organisms 
grown on chick embryos, has produced anaphylac- 
tic shock in egg-sensitive individuals,‘ while teta- 
nus toxoid has caused severe reactions in patients 
who were sensitive to peptones and proteoses of 
the culture medium.’ 

The precise cause of allergic reactions to biologi- 
cal agents is often not determined. For example, 
Werne and Garrow * reported the case of identical 
twins who died after booster injections of diphthe- 
ria toxoid combined with pertussis vaccine. It was 
not determined whether the reactions were caused 
by one of the immunological agents, by preserva- 
tives or other known components of the diluent, 
by products of the culture mediums, or by contami- 
nants. Contamination of any injectable agent with 
potent antigenic materials may occur during manu- 
facture or during preparation for administration. 
It is known that penicillin can contaminate syringes 
easily and be injected unknowingly to produce al- 
lergic shock in susceptible individuals.* 


Report of Cases 


Three cases of severe, immediate allergic re- 
actions following the injection of various biological 
agents are presented. Case 1 is unusual in that a 
child developed severe allergic reactions on three 
separate occasions to three different biological 
agents, diphtheria and tetanus toxoids and pertussis 
vaccine combined (triple antigen), tetanus toxoid, 
and human gamma globulin. Only one other case 
of allergic reaction’ to human gamma globulin 
has previously been reported. In case 2, allergic 
shock developed after a booster injection of tetanus 
toxoid; in case 3, the allergic reaction developed 
after the third of a series of injections of typhoid- 
paratyphoid vaccine. 

In the course of investigating these problems, we 
were informed of the experiences of Friedman and 
associates® and of Rosenblum,’ who demonstrated 
in two similar cases of allergic reactions to biologi- 
cal agents that the patients were not sensitive to 
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Three patients developed severe, immedi- 
ate allergic reactions after the injection of an 
immunizing agent. Each of the three patients 
gave a positive direct or passive transfer 
reaction to silk extract. This proved that the 
patients were allergic to silk and that it was 
this antigen, present as a contaminant in the 
biological products, which produced the 
allergic reactions in these patients. It is ap- 
parent that sufficient amounts of silk antigen 
become incorporated into the biological 
product as a result of filtration through silk 
membranes to be antigenically significant 
when given to a highly allergic individual. 











any of the identifiable components of the biological 
products except silk, which was present as a con- 
taminant. 


Case 1.—An 8-year-old boy, who had had bronchial asthma 
since the age of 3, was given three injections of triple 
antigen (aluminum phosphate adsorbed or alum precipitat- 
ed) at monthly intervals commencing when he was 6 months 
of age with no untoward effects. In November, 1952, when 
he was 43 years of age the patient was given a booster in- 
jection of 0.5 ml. of triple antigen (Co. A); within several 
minutes he began to cough, wheeze, and appear cyanotic. 
(Companies designated as Co. A, B, C, and D are well-known 
pharmaceutical companies.) The symptoms gradually dis- 
appeared after an injection of epinephrine had been given. 
A similar but more severe’ episode occurred 22 months later, 
after an intracutaneous injection of 0.1 ml. of fluid tetanus 
toxoid (Co. A), diluted 1:100 with buffered saline solution, 
had been given as a test. In this reaction the patient devel- 
oped the symptoms previously noted, in addition to marked 
weakness. A large wheal appeared at the test site. After two 
injections of 0.4 ml. of epinephrine were given, the symp- 
toms subsided. A tonsillectomy was performed on May 18, 
1955, and it was discovered postoperatively that the patient 
had been exposed to measles. As a prophylactic measure, 1 
ml. of human gamma globulin (Co. A) was given intramus- 
cularly. Within four minutes, the patient became weak and 
developed generalized pruritus. This was followed by a gen- 
eralized erythema and urticaria, pallor of the face, and tight- 
ness in the chest. The respirations became shallow and la- 
bored and the pulse weak and thready. Repeated injections 
of epinephrine were given. It was over an hour before the 
patient improved sufficiently to be considered out of danger. 
In subsequent electrophoretic studies of the patient’s serum, 
the gamma globulin fraction was found to be normal. The 
patient’s mother had hay fever and asthma, and his father 
developed an allergic reaction following an injection of tet- 
anus toxoid. 


Case 2.—A 9-year-old girl was given 0.2 ml. of tetanus 
toxoid (aluminum phosphate adsorbed) (Co. A) on June 21, 
1956, as a booster injection following a laceration. Within 
three minutes she began to cough and sneeze; this was 
followed by wheezing, rales at the bases of the lungs, acute 
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respiratory distress, and angioedema of the eyes. The patient 
was given an injection of diphenhydramine (Benadryl) 
hydrochloride and epinephrine, and she slowly improved 
during the next few hours. Slight wheezing was still present 
at the end of three hours. The history revealed that sneezing, 
cough, and lacrimation had occurred following an injection 
of tetanus toxoid several years previously. There was a posi- 
tive personal and family history of allergic diseases. 


TABLE 1.—Results of Passive Transfer Studies in Patient in 


Case 1 
Passive 
Transfer Reaction 
On Sites 
Sensitized 
with Serum On Non- 
Dilution or from sensitized 
Test Substance Concentration Patient Sites 
Tetanus toxoid, fluid, (Co. A).... 1:10 <4. 0 
Tetanus toxoid* (Co. A)........... 1:10 +44 0 
Triple antigen* (Co. A)............ 1:10 ++ 0 
Human gamma globulin (Co. A).. 1:10 + 0 
Tetanus toxoid* (Co. C)........... 1:10 0 0 
Triple antigen” (Co. B).....cccccses 1:10 0 0 
Human gamma globulin (Co. D).. 1:10 0 0 
Wishes dinadbvcassedotses cesta sands 0.01 mg. nitro- +44 0 
gen/ml. 
Potassium penicillin G (Co. A).....50,000 units/ml. 0 0 
PE 5G cn tk eae baNades > Ooenaded 0 0 


Buffered saline solution............ 0 0 


* Aluminum phosphate adsorbed or alum precipitated 


Case 3.—A 12-year-old girl received three injections of 
typhoid-paratyphoid vaccine (manufacturer not known). The 
first two injections were without incident. The third injection 
was given on Oct. 30, 1955, and within 30 minutes there 
was marked generalized itching and erythema, a swollen 
sensation in the throat with difficulty in breathing, and an- 
gioedema of the face. There was a severe constricting sensa- 
tion of the skull, vomiting, and marked dyspnea. The patient 
received two injections of epinephrine and improved after 
one hour. She has allergic rhinitis and bronchial asthma. 


Immunological Studies 


The cause of the allergic reactions which fol- 
lowed the injections of the three biological agents 
in case 1 was investigated by the passive transfer 
technique. Direct tests were avoided because of 
the severe reaction which developed after skin 
testing had been done with diluted tetanus toxoid. 
Serum was obtained from the patient on Sept. 10, 
1956, 16 months after the last allergic reaction. 
Sites on normal subjects were sensitized by intra- 
cutaneous injections of 0.05 ml. of the serum. Four 
days later, separate sites were tested by the intra- 
cutaneous injection of about 0.02 ml. of tetanus 
toxoid, fluid (Co. A); tetanus toxoid, aluminum 
phosphate adsorbed (Co. A); triple antigen (Co. A); 
triple antigen (Co. B); tetanus toxoid (Co. C); hu- 
man gamma globulin (Co. A); human gamma 
globulin (Co. D); potassium penicillin G solution 
(Co. A), 50,000 units per milliliter; silk extract, 0.01 
mg. of nitrogen per milliliter; beef extract; and 
buffered saline solution. 

Prior to testing, each biological agent was di- 
luted, one part with nine parts of buffered saline 
solution, in order to lessen its irritation property. 
As a control on the patient’s serum, passive transfer 
tests were done with all of the above substances 
on sites sensitized with serums obtained from two 
allergic patients which were known to contain re- 
agins to pollen and some foods but not to silk. 
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Results 

Positive passive transfer reactions were obtained 
with each biological agent which had produced an 
allergic reaction in case 1. A moderate passive trans- 
fer reaction (2+-) was obtained with tetanus tox- 
oid, fluid (Co. A); a moderate passive transfer 
reaction (2+. was obtained with triple antigen 
(Co. A); a slight passive transfer reaction (1+-) 
was obtained with human gamma globulin (Co. 
A); a moderate to marked passive transfer reaction 
(3+) was obtained with tetanus toxoid (Co. A). 
Silk extract, 0.01 mg. of nitrogen per milliliter, gave 
a moderate to marked passive transfer reaction 
(3+). Negative reactions were obtained with teta- 
nus toxoid (Co. C); triple antigen (Co. B); human 
gamma globulin (Co. D); potassium penicillin G 
solution (Co. A), 50,000 units per milliliter; beef 
extract; and buffered saline solution. Control tests 
with these materials on nonsensitized sites of the 
subject gave negative reactions (table 1). These 
passive transfer studies were repeated on several 
subjects, and similar results were obtained in each 
instance. The two control serums which contained 
reagins to pollen and several foods gave negative 
passive transfer reactions to all of the substances 
listed above. 

The three biological agents which had produced 
positive passive transfer reactions were diluted in 
varying amounts with buffered saline solution. The 
diluted antigens were tested on sites sensitized 
with serum from the patient. A 1:100 dilution of 
tetanus toxoid (Co. A) gave a moderate passive 
transfer reaction (2+), and a 1:1,000 dilution gave 
a slight passive transfer reaction (1-+- ). Triple anti- 


TABLE 2.—Results of Passive Transfer Tests with Varying 
Dilutions of Biological Agents on Serum 
from Patient in Case 1 


Pussive 
Transter Reaction 


On Sites 
Sensitized 
with Serum On Non 
from sensitized 
Test Substance Dilution Patient Sites 
Tetanus toxoid* (Co. A).... 1:10 a 
1:100 ( 
1:1,000 ‘ 
1:10 +--+ 0 
1 i 
l ( 


Triple antiven* (Co. A).. 


10) ) 

Human gamma globulin (Co. A) 10 r ’ 
1: 100 + “ 

Pet diascnseeessaekevasaeubeueseaaeee 0.01 mg. nitro- 0 
gen/ml ++-4 ‘ 

0.001 me. nitro ‘ 

gen/tml } 0 


* Aluminum phosphate adsorbed or alum precipitated 


gen (Co. A) diluted 1:100 gave a slight passive 
transfer reaction (1+). Human gamma globulin 
(Cc. A) diluted 1:100 gave a plus-minus passive 
transfer reaction (+) (table 2). These findings 
reveal the high immunological activity of this pa- 
tient’s serum, which reacted to traces of antigen 
even though 16 months had passed since the pa- 
tient’s allergic reaction had occurred. 

In case 2, serum was obtained from the patient 
on Feb. 25, 1957, 8 months after the occurrence of 
the allergic reaction. Passive transfer tests were 











2180 





done as in case 1. A moderate to marked passive 
transfer reaction (3+) was obtained to silk, 0.01 
mg. of nitrogen per milliliter and also to tetanus tox- 
oid, fluid (Co. A). A moderate passive transfer 
reaction (2+4-) was obtained to tetanus toxoid (Co. 
A) and a negative to slight (+) to tetanus toxoid, 
fluid (Co. A), diluted 1:1,000 with buffered saline 
solution. Tetanus toxoid (Co. B); potassium peni- 
cillin G, 50,000 units per milliliter; and buffered 
saline solution gave negative passive transfer re- 
actions (table 3). 

In case 3, the patient was tested directly on 
March 16 and March 23, 1957, almost one and 
one-half years after her allergic reaction. Typhoid- 
paratyphoid vaccine (Co. A), diluted 1:10 with 
buffered saline solution, gave a marked positive 
direct skin test reaction (4+-). Silk, 0.01 mg. of nitro- 
gen per milliliter, gave a moderate to marked posi- 
tive reaction (3+-). Tetanus toxoid (Co. A) gave a 
moderate to marked positive reaction (3+ ). Nega- 
tive reactions were obtained to typhoid-paratyphoid 
vaccine (Co. C); potassium penicillin G (Co. A), 
50,000 units per milliliter; tetanus toxoid (Co. C), 
and buffered saline solution (table 4). 

Comment 

Three patients developed severe, immediate al- 
lergic reactions following the injection of either 
tetanus toxoid, fluid (Co. A); tetanus toxoid (alu- 
minum phosphate adsorbed) (Co. A); triple antigen 
(aluminum phosphate adsorbed) (Co. A); human 
gamma globulin (Co. A); or typhoid-paratyphoid 
vaccine. Positive immunological reactions were ob- 
tained in each patient to each of these biological 
agents of Co. A by either direct or passive transfer 
tests. Since negative reactions were obtained with 
similar biological agents from other pharmaceuti- 
cal companies, it appeared that the immunological 
agent itself did not act as the antigen which caused 
the allergic reactions. 


TABLE 3.—Results of Passive Transfer Studies in Patient in 


Case 2 
Passive 
Transfer Reaction 
eS A. _— 
On Sites 
Sensitized 
with Serum On Non- 
Dilution or from sensitized 
Test Substance Coneentration Patient Sites 
Tetanus toxoid, fluid, (Co. A)..... 1:10 +44 0 
1:1,000 => 0 
Tetanus toxoid* (Co. A)........00. 1:10 -}--4. 0 
Tetanus toxoid* (Co. B)........... 1:10 0 0 
Potassium penicillin G (Co. A)....50,000 units/ml. 0 0 
SUE Sica ac dinkxtasdoes.sauaweesniucn 0.01 mg. nitro- as 0 
gen /il. 
Buffered saline solution............ 0 0 


* Aluminum phosphate adsorbed or alum precipitated. 


In response to our inquiry, Co. A stated that silk 
antigen might have caused the allergic reactions in 
the patient in case 1, since each of the biological 
agents he had received had been filtered through 
silk filters during the manufacturing process. In 
addition, Co. A stated that it had knowledge of 
two similar cases of allergic reactions to its biologi- 
cals which were proved to be due to silk.* 
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Each of the three patients in this study gave a 
positive direct or passive transfer reaction to silk 
extract. This proved that the patients were allergic 
to silk and that it was this antigen, present as a 


‘contaminant in the biological products, which pro- 


duced the allergic reactions in these patients. It is 
apparent, as indicated by Co. A, that sufficient 
amounts of silk antigen become incorporated into 


TABLE 4.—Results of Direct Tests on Patient in Case 3 


Dilution or 


Test Substance Concentration Reaction 
GS 5sc-d tein Medal hia ee clase Gee diss s seniown 0.01 mg. nitrogen/ml. +++ 
Typhoid-paratyphoid vaceine (Co. A) 1:10 +++ 
Typhoid-paratyphoid vaccine (Co. C) 1:10 0 
Tetanus toxoid? (Co. A) ....cccccccsee 1:10 ceo te 
Tecanus Gemete” (Oo. ©): cacwaccccccccs 1:10 0 
Potassium penicillin G................. 50,000 units/ml. 0 
Buffered saline solution................ 0 


* Aluminum phosphate adsorbed or alum precipitated. 





the biological product as a result of filtration 
through silk membranes to be antigenically signifi- 
cant when given to a highly allergic individual. 

It is possible that other allergic reactions which 
have been attributed to biological agents may have, 
in fact, been caused by silk. We know of several 
other patients whose clinical histories of severe 
reactions to immunizing agents are quite similar to 
the three cases herein reported, but it has not been 
possible to secure from them specimens of blood 
for study. 

It is gratifying to know that Co. A is planning 
to replace silk filters with other types. Until the 
time when silk is no longer used, a patient who 
has had an allergic reaction to a biological agent 
or who is an allergic individual with clinical mani- 
festations of atopy should be skin tested with any 
biological agent, appropriately diluted, prior to its 
injection. 

68 Rings End Rd. (Dr. Brown). 


The patient in case 2 was referred for study through the 
courtesy of Dr. Julian Levine. 
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CARBIMIDE (TEMPOSIL) 


IN TREATMENT OF CHRONIC ALCOHOLISM 


Jackson A. Smith, M.D., Omaha, Jack A. Wolford, M.D., Ingleside, Neb., Marilyn Weber, R.N., Norfolk, Neb. 


Dougald McLean, M.D., Omaha 


A certain sizable group of alcoholics who desire 
treatment have need of a medicament that would 
create an unpleasant but not harmful reaction if 
alcohol were taken, would not be addicting nor 
habituating, and could be safely given over a pro- 
longed period. Ideally, such a drug would also have 
no undesirable side-effects. One other helpful, but 
not necessarily essential, attribute would be a slow 
rate of excretion to allow for a period of grace be- 
tween the taking of the last pill and the possibility 
of the first drink. 

Most of these qualifications are met by disulfiram. 
Unfortunately some alcohol-disulfiram reactions 
are unpredictably severe, although reports of fatal 
reactions have decreased rather than increased with 
its extensive use. Some patients experience a dis- 
agreeable odor to the breath and perspiration, im- 
potence, lethargy, abdominal discomfort, headache, 
and drowsiness from disulfiram. These side-effects 
are usually transitory or disappear on a lower dos- 
age, but they may offer the reluctant patient an 
excuse to discontinue the disulfiram in favor of a 
resumption of his drinking. 

Ferguson's ' report of the results of his efforts to 
find a drug which would “sensitize” an individual 
to alcohol and at the same time allow him to be free 
of the undesirable side-effects of disulfiram was 
most encouraging. He found that citrated calcium 
carbimide (Temposil ), like disulfiram, inhibits one 
or more of the enzymes which are required to oxi- 
dize acetaldehyde. He also pointed out that sensi- 
tizing drugs, in addition to causing an accumulation 
of acetaldehyde, alter the vascular reaction to this 
substance. Others reported on the lack of side- 
effects in the alcoholic treated with therapy of 
citrated calcium carbimide.’ 


Method 


In order to determine dosage, tolerance to the 
drug, and response during an alcohol test, 73 male 
alcoholics were given citrated calcium carbimide, 
and their reactions were observed during 154 alco- 
hol tests. These alcoholics had been hospitalized 
from 1 to 22 times for their drinking and were all 
patients committed to mental institutions. They 
were advised that the medicament to be used was 
not yet approved, that its activity was similar to 
that of disulfiram, and that they would be expected 
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A single dose of 50 mg. of citrated cal- 
cium carbimide will sensitize an individual to 
alcohol. After treatment with calcium carbi- 
mide, conjunctival injection, flushing of the 
face, headache, and dyspnea were routinely 
seen 5 to 10 minutes after sufficient alcohol 
was taken fo initiate a reaction. The alcohol 
reaction reached a maximum in about 30 
minutes and usually lasted from 60 to 90 
minutes, after which the patient felt lethargic 
and drowsy. The most striking and reassuring 
observation was the infrequency with which 
“acetaldehyde shock’’ developed. In only 
6 of 73 male patients were the objective 
findings such as to cause concern; 4 of these 
patients became cyanotic, one developed a 
generalized tremor with “chilling” and 
marked apprehension, and the 6th patient 
was a known asthmatic who became very 
dyspneic at the height of the reaction. 











to undergo one or more alcohol tests. They were 
very cooperative in carrying out this study. Electro- 
cardiograms, complete blood cell counts, and uri- 
nalyses were done at the start. After the relative 
lack of cardiovascular effects during the alcohol 
tests was established, the electrocardiograms were 
discontinued. 

In the alcohol test, a maximum of 2 oz. of 100 
proof whiskey or 1 oz. of 95% alcohol in water was 
given. The reaction was similar to that seen in a 
disulfiram—alcohol trial. The reactions began 5 to 
10 minutes after the alcohol was given. Conjunc- 
tival injection, flushing of the face, headache, and 
dyspnea were routinely seen when sufficient alcohol 
was taken to initiate a reaction. The patient usually 
became somewhat apprehensive, although less so 
than with disulfiram; a few experienced cardiac 
palpitation, tremor, vertigo, and drowsiness. A con- 
trol reading of the blood pressure, pulse, and res- 
piration was taken prior to the trial and at five- 
minute intervals for one hour or until the pretest 
readings were again in evidence. The alcohol reac- 
tion reached a maximum in about 30 minutes and 
usually lasted from 60 to 90 minutes, after which 
the patient felt lethargic and drowsy but was less 
prone to sleep than after a disulfiram—alcohol reac- 
tion. In only four instances in 154 trials did the 
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patients become nauseated and vomit, in contrast to 
a disulfiram—alcohol reaction in which a third or 
more of those tested had this experience.® 

The most striking and reassuring observation was 
the infrequency with which “acetaldehyde shock” 
developed. In only six patients were the objective 
findings such as to cause concern; four of these 
patients became cyanotic, one developed a gen- 
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Fig. 1.—Blood pressure changes in patients with compa- 
rable reactions to citrated calcium carbimide and disulfiram. 


eralized tremor with “chilling” and marked appre- 
hension, and the sixth patient was a known 
asthmatic who became very dyspneic at the height 
of the reaction. The cyanosis was relieved by the 
administration of oxygen. Four patients had a 
“secondary reaction” two or three hours after the 
termination of the alcohol test during which they 
experienced a recurrence of the headache and 
vertigo, similar to but less severe than that which 
occurred during the test. This “secondary reaction” 
lasted 45 minutes to an hour and subsided spon- 
taneously. 

The marked fall in blood pressure so frequently 
seen in disulfiram—alcohol reactions was not ob- 
served during the alcohol tests with this drug. In 
only 11 of the reactions did the diastolic pressure 
fall more than 20 mm. Hg from the control reading, 
and in only 3 was a diastolic reading of 50 mm. Hg 
or below observed; in these 3 the readings were 
122/40, 118/42, and 130/46. In no instance was a 
systolic level below 90 observed. The blood pres- 
sure was checked in 18 patients in a supine and an 
erect position, and no evidence of an orthostatic 
hypotension was noted. 

An antihistamine was given intravenously at the 
height of nine reactions to determine whether the 
symptoms would be ameliorated in a citrated cal- 
cium carbimide-alcohol reaction as they have been 
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reported to be in a disulfiram—alcohol trial. In all 
nine patients the dyspnea, tightness in the chest, and 
the pruritis which accompanied the flushing were 
immediately relieved. The only other effects noted 
were a lessening in the degree of cutaneous flush- 
ing, nasal congestion, and headache. Since none of 
the patients reached a markedly hypotensive state 
nor had tachycardia during the reaction, no change 
was noted in the cardiovascular response. A com- 
parison of the hypotensive effects of citrated cal- 
cium carbimide and disulfiram is shown in the 
figures. 


Dosage and Side-effects 


To determine the rapidity with which the indi- 
vidual becomes sensitized by citrated calcium car- 
bimide, seven patients were given one 50 mg. 
tablet and tested one hour later with alcohol. All 
seven showed a typical reaction. To establish the 
rapidity with which this product was excreted or 
inactivated, the same seven were retested 24 hours 
later with the same quantity of alcohol, and all 
showed a much milder reaction. The test was re- 
peated daily for five days, and after the third day 
only one patient showed any reaction to the alcohol. 
This patient continued to show some response for 
six days. 

In eight patients who received 50 mg. of 
citrated calcium carbimide for seven days and were 
tested 24 hours after the last tablet was taken, no 
reaction occurred. This was at the beginning of the 
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Fig. 2.—Pulse rate changes in patients with comparable 
reactions to citrated calcium carbimide and disulfiram. 


study, and it was thought that the medication either 
was not being absorbed or was not being taken. The 
tablets were subsequently given on the day of the 
test, and a reaction to alcohol did occur. Pulverizing 
the tablet did not appear to alter the severity of the 
reaction. 
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To clarify whether this drug has a cumulative 
effect and the effect of an increased intake, seven 
patients were given 50 mg. daily for seven days and 
tested with alcohol. The dosage was then increased 
to 100 mg. a day during the second week, and they 
were retested. The response to alcohol was only 
slightly more marked on the increased dosage. Five 
patients out of the 74 treated required 100 mg. a 
day to produce a reaction to 2 oz. of alcohol. One 
of the patients on a daily dosage of 50 mg. was 
found to have alcohol on his breath and was 
flushed when he returned to the hospital. When a 
higher dosage was recommended, the patient dis- 
continued treatment. To establish whether or not 
tolerance to the drug developed, two patients were 
tested after one week and again in two months, and 
on both occasions a similar response occurred. In no 
patient was the abrupt withdrawal of citrated cal- 
cium carbimide productive of any discomfort or 
complaints; there was no evidence that this medi- 
cation was habituating or addicting. 

Four patients complained of urinary frequency 
during the first few days that they took citrated 
calcium carbimide. Repeated urinalyses in this 
group revealed no abnormalities. One patient said 
he had “poor eyesight” and another described him- 
self as being “short of breath.” No objective basis 
for these complaints could be demonstrated. In all 
six of these patients, the complaints ceased spon- 
taneously while they were continuing to receive the 
medicament, and the difficulties were not attributed 
to the drug. There were no complaints of lethargy, 
abdominal discomfort, headache, or impotence in 
this group. Patients who had previously taken disul- 
firam and had experienced side-effects had no com- 
plaints while taking citrated calcium carbimide. In 
several who received one of the ataraxics along with 
the medicament there was no sign of potentiation. 
Complete blood cell counts were done on the first 
35 patients treated, and no evidence of bone-mar- 
row depression was found. A transitory leukocytosis 
to a level of 10,000 to 12,000 per cubic centimeter 
was found in several patients during the second 
and third weeks of treatment. 


Summary and Conclusions 


Reaction to 154 alcohol tests with citrated cal- 
cium carbimide (Temposil) were observed in 73 
male alcoholics. The marked hypotensive effects fre- 
quently seen during a disulfiram—alcohol reaction 
were not observed. Four patients became cyanotic 
and were relieved by the administration of oxygen. 
Repeated testing of a group of 28 volunteers sug- 
gests that this drug sensitizes an individual to 
alcohol within one hour after it is taken, and that it 
is rapidly excreted or inactivated after ingestion. 
When alcohol is taken, an allergic type of response 
similar to that seen in a disulfiram—alcohol reaction 
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occurs in 5 to 15 minutes and lasts from 60 to 90 
minutes. An average daily dose of 50 mg. seems 
adequate, but in a few patients 100 mg. a day may 
be required. No undesirable side-effects which could 
be attributed to this drug were observed. There was 
no evidence of bone marrow depression after pro 
longed administration, but in several patients a 
leukocytosis did occur. 

It would appear that citrated calcium carbimide 
has no undesirable side-effects such as lethargy, the 
production of impotence, and abdominal discomfort 
complained of by some patients who take disulfiram, 
too, the citrated calcium carbimide—alcohol reac 
tion, though of comparable unpleasantness, did not 
show the disturbing cardiovascular effects fre 
quently seen in disulfiram—alcohol reactions. It did 
appear, from this study, that citrated calcium cai 
bimide should be taken daily to be effective, and 
that it is much more rapidly inactivated or excreted 
than disulfiram. 

The repeated tests with citrated calcium carbi 
mide were carried out to determine the toxicity of 
this medicament when alcohol was taken. There is 
little cause to believe that the discomfort of reaction 
from citrated calcium carbimide or disulfiram and 
alcohol is of itself therapeutic since alcoholics fre 
quently undergo more unpleasant reactions after a 
bout of drinking without the discomfort influencing 
their drinking pattern in the least. The lack of 
disturbing cardiovascular symptoms during a ci- 
trated calcium carbimide—alcohol reaction allows 
this medicament to be given with little concern over 
the hazards of the patient’s drinking while he is 
sensitized. 

Ferguson’s finding ' that a single dose of 50 mg. of 
citrated calcium carbimide will sensitize an individ. 
ual to alcohol and that it is excreted more rapidly) 
than disulfiram was confirmed in this study. The 
effects of citrated calcium carbimide on the vascular 
reaction to acetaldehyde were of a different ordet 
than the previously observed reactions to disulfiram 
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LOCATION OF TUMOR DIAGNOSES IN A STANDARD NOMENCLATURE 
PUNCHED-CARD DISEASE INDEX 


Crofford O. Vermillion, M.D., St. Louis 


Many hospitals maintain a tumor registry either 
because of interest and use or because of require- 
ment by the American College of Surgeons for 
approval of a cancer clinic.’ Other institutions have 
strongly considered the maintenance of such a reg- 
istry. With the constantly growing interest in neo- 
plastic conditions, there is reason to believe that 
tumor registries will become even more numerous. 

One problem which has delayed spread of such 
registries has been the difficulty of obtaining a com- 
plete list of relevant patients. Even in some institu- 
tions with established registries this is still a large 
problem. In many places the primary responsibility 
for reporting such patients to the registry rests with 
the medical staff and is well accepted by them with 
but occasional lapses of memory. In almost every 
instance, it is necessary to augment this mechanism 
by further search for tumor patients by reviewing 
all surgical pathology, autopsy, and x-ray reports 
to make sure that patients with significant condi- 
tions are already known to the registry. In other 
instances, it is even the practice to review all medi- 
cal records before they are placed in permanent 
file to determine that relevant patients are listed in 
the registry. 

In those institutions which maintain a complete 
and current disease index, the location of tumor 
patients from such an index is more practical than 
other methods of checking the tumor registry. This 
is particularly true if the accuracy of the disease 
index is insured by comparing surgical pathology 
or autopsy reports with the final diagnosis of the 
record as is done in the auditing procedure of 
many medical records departments. Proper main- 
tenance of a disease index requires use of uniform 
terminology to insure accurate statistical informa- 
tion and complete location of desired records. If 
such terminology is adopted from the Manual of 
International Statistical Classification of Diseases, 
Injuries, and Causes of Death,’ the location of tu- 
mor diagnoses is extremely simple. With certain ex- 
ceptions, the code numbers for tumors are together 
in one consecutive group. While some hospitals 
use this International Classification, its use is more 
common in health departments and bureaus of vital 
statistics. The vast majority of hospitals use Stand- 
ard Nomenclature of Diseases and Operations * be- 
cause of the more complete description and sharp 
definition which it affords disease entities. This 
complete description and the definitive nature have 
led to some unjustified criticism. In a Standard 
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The efficiency of a tumor registry in a 
hospital is increased if the institution main- 
tains a complete, current disease index that 
can be used for checking the registry. An 
index coded according to the Standard No- 
menclature of Diseases and Operations and 
maintained on punched cards in order of 
code numbers can be rapidly sorted for vari- 
ous purposes. Cards filed in such a way as 
to keep types of disease together imply a 
scattering of the cards with respect to the 
location of disease, and vice versa. A linear 
system designed to keep cards together that 
are related in one sense inevitably implies 
that cards related in any other sense will be 
scattered. This difficulty practically vanishes 
because of the rapidity of sorting when 
punched cards are used. It is possible to ex- 
clude any desired category of disease con- 
ditions and to locate any desired type of 
patient. 











Nomenclature disease index maintained in numeri- 
cal code number order, similar or identical entities 
may be widely separated. For example, basal cell 
carcinoma appears in many parts of the file, depend- 
ing on the location of the lesion. Nevertheless, the 
medical records for any disease entity, regardless 
of its location, or even of groups of disease entities, 
are readily found by various methods, particularly 
if a punched-card system is used. 

In its basic construction, Standard Nomenclature 
describes the topography of the disease entity in the 
first half of the code and the etiology of the entity 
in the last half of the code. The extent of the coding 
varies somewhat with three to five digits being used 
in each of the two portions of the code. The basic 
principle which must be remembered is that the 
second or etiological portion of the code must al- 
ways begin in the same position. If an institution 
is using a four-digit topographic portion of the 
code, the fifth digit should always begin the etiolog- 
ical portion of the code. If there are only three num- 
bers in the topographic portion of the code for the 
specific entity being described, the fourth position 
will be left blank so the etiological portion can be- 
gin in the fifth position. 
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As long as this basic principle is observed, tumor 
diagnoses can readily be found in a Standard 
Nomenclature coding system. An “8” in the first 
position of the etiological portion signifies “new 
srowth.” If the diagnoses are recorded on punched 
cards, a machine sort on this fifth column will pro- 
duce the cards for the desired patients. With the 
machine system that is in most widespread use, “Y” 
will be pulled at the same time as “8.” It is thus 
necessary to re-sort the selected cards to eliminate 
“Y” cards. 

Code “8” indicates “new growth” without further 
specification and therefore includes malignant, be- 
nign, and unspecified tumors plus leukemias and 
lymphomas. Since benign tumors are rarely of in- 
terest in such a registry, it is advisable to eliminate 
these from the selected cards. An “A” appearing 
as a final digit of the code number signifies such a 
tumor. This is most commonly in the fourth position 
of the etiological portion of the code. Sorting the 
cards on this column to select out those with an “A” 
will eliminate such benign tumors. In other in- 
stances the “A” may appear as the fifth digit of the 
etiological portion. For those institutions using 
such complete coding, machine sorting can also 
eliminate these. If only four digits are used in the 
etiological portion, it is necessary to examine the 
cases of certain code numbers individually to de- 
termine whether the entity is malignant or benign. 
A few code numbers can be eliminated as known 
benign lesions before such search is done. Fortun- 
ately the percentage of cases which need to be ex- 
amined individually to determine the degree of 
malignancy is relatively small. 

A further selection of the above cards is some- 
times practical and pertinent. In those instances 
where leukemias, polycythemia, and so forth are of 
no interest to the registry, the selected cards can 
be sorted on the second digit of the etiological por- 
tion. Any “2” found here indicates such a disease 
entity. At the same time any “3” in this position 
can also be found, and lymphomas and myelomas 
can thus be separated if desired. 

When the pertinent cards have been obtained in 
this way, they can be filed in topographic order as 
in most diagnostic files or in etiological order as 
suggested for tumor registries by Thompson and 
Slaughter.’ It is preferable to have an index avail- 
able in each order by reproducing the cards and 
sorting one deck in topographic order and the oth- 
er in the etiological order. In order to reduce the 
space of such a file and to utilize the cards for still 
further purposes, the information thereon may be 
listed so that the cards themselves are released 
from use in the diagnostic file (Bradley and oth- 
ers >). 

In those institutions using a unit history number 
system, punched-card mechanisms also have the 
advantage of eliminating duplicate unit history 
numbers in order to reduce the total cards to new 
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accessions. A further benefit in tumor registries is 
the simplification of follow-up on patients. If the 
condition on discharge is indicated in the punched 
card, the code or codes for “expiration” indicate the 
patients for whom no further follow-up efforts are 
necessary. These cards should also be matched to 
the previously existing file at desired intervals of 
3, 6, or 12 months to select patients already regis- 
tered who have subsequently died. The remaindet 
of the new cards obtained can also be matched 
against the existing file to locate those patients who 
have had a subsequent admission which was un- 
known to the registry. If these mechanisms of 
matching new cards against a previously existing 
file are used, the unit history number system will 
give a cut-off of those patients who are new addi- 
tions during the current period. Thus the latter por- 
tion of the unit history number sequence need not 
be matched to the previously existing file, as no 
such numbers could exist therein. 


Summary 


The establishment of tumor registries and the 
operation of some existing ones has been handi- 
capped by the difficulty of obtaining a complete 
listing of all patients relevant to the registry. Such 
a listing can be obtained from a diagnostic index 
maintained by hospitals. The location of tumor diag- 
noses in such an index is elementary if the coding 
is done according to the Manual of International 
Statistical Classification of Diseases, Injuries, and 
Causes of Death. A system is described herein for 
locating such diagnoses if coding according to 
Standard Nomenclature of Diseases and Operations 
is used on a punched card system. Benign lesions 
are largely excluded by this method, but some codes 
need further information from the medical record 
to determine degree of malignancy. Leukemias and 
lymphomas can be excluded if desired. Punched 
cards located in the system are easily filed in various 
ways or can be listed and released for further sta- 
tistical studies. They also serve to resolve total 
diagnoses to accessions and to identify those pa- 
tients for whom no further follow-up for a tumor 
registry is needed. 
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CLINICAL NOTES 











At the time of this writing only six cases of apnea 
occurring after the intraperitoneal administration of 
neomycin have been reported.’ However, the wide- 
spread use of this antibiotic would indicate that 
this complication will be encountered more fre- 
quently. When apnea does occur from intraperi- 
toneal administration of neomycin, artificial ventila- 
tion is the treatment of choice. Given adequate time, 
recovery will occur just as it does after curare over- 
dosage. 

Pittinger * has shown that, in anesthetized ani- 
mals, intravenously given neomycin readily pro- 
duced neuromuscular blockade and_ respiratory 
depression. Ether anesthesia appeared to potentiate 
this curare-like action. In these experiments neostig- 
mine antagonized both the neuromuscular blockade 
and the respiratory depression produced by neomy- 
cin, and by pretreatment with neostigmine this 
curare-like action did not occur. 

The clinical use of neostigmine in the treatment 
of respiratory depression from intraperitoneal ad- 
ministration of neomycin has not been reported, to 
our knowledge. In the following case it appears that 
neostigmine therapy did reverse the effects of neo- 
mycin. We believe that further trial of the curare 
antagonists in the management of this problem is 
indicated. 

A 75-year-old male was admitted to the emergency room, 
St. Luke’s Hospital, Cedar Rapids, lowa, for treatment of a 
self-inflicted gunshot wound of the abdomen. A considerable 
amount of small intestine was protruding through the wound 
of exit in the left flank. Blood pressure was 90/60 mm. Hg. 
A 5% infusion of dextran was started in the emergency 
room, and the patient was immediately taken to the operat- 
ing room. 

Anesthesia was induced with 300 mg. of thiopental (Pen- 
tothal ) sodium and maintained with cyclopropane. Relaxation 
for endotracheal intubation and surgery was afforded by 
succinylcholine given as a continuous intravenous infusion. 
Ventilation was assisted throughout the two-and-one-half- 
hour operative procedure of partial resection of the large 
intestine and closure of numerous perforations of small intes- 
tine. Administration of 1,500 cc. of whole blood was 
thought to be adequate. Blood pressure stabilized at 100-110 
mm. Hg systolic. 

Shortly before peritoneal closure, neomycin, 2 Gm., was 
instilled into the peritoneal cavity. Administration of suc- 
cinylcholine was discontinued after peritoneal closure; a total 
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NEOSTIGMINE THERAPY FOR APNEA OCCURRING 
AFTER ADMINISTRATION OF NEOMYCIN 


REPORT OF A CASE 


William H. Middleton, M.D., Dale D. Morgan, M.D., Cedar Rapids, Iowa 
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of 350 mg. had been given. At the time of fascial suture the 
patient was reacting to the endotracheal tube, wrinkling his 
forehead, and spontaneously breathing well. About 15 min- 
utes after the neomycin had been given, and at the time of 
skin closure, the blood pressure fell from 100 to 70 mm. Hg 
systolic and the patient became apneic. Artificial ventilation 
with oxygen and levarterenol (Levophed) drip were insti- 
tuted. This resuscitation was continued for 90 minutes, at 
which time regular but very feeble respiratory excursions 
were noted. These efforts were then assisted for an additional 
90 minutes. Air was substituted for oxygen for short periods 
after voluntary respiration was established, but no improve- 
ment in amplitude was observed. During this three-hour 
postoperative period there was no reaction to the endo- 
tracheal tube and voluntary movements of limbs and the 
face were absent. Blood pressure remained low unless sup- 
ported with levarterenol. 

Telephone consultation and discussion with one of us 
(J. M.) resulted in the following postulation: The apnea 
an’ hypotension had been caused by a curare-like effect of 
neumycin. Although a relatively small amount of neomycin 
had been used (2 Gm.), it was absorbed through a peri- 
toneal cavity which had been traumatized. This allowed a 
rapid attainment of a high blood level of the drug. The pos- 
sibility of antagonizing this curare-like effect with neostig- 
mine was considered. Accordingly, 0.3 mg. of atropine sul- 
fate was given intravenously. Then, 0.l-mg. doses of neostig- 
mine were given intravenously at two-minute intervals. Res- 
piration and blood pressure were carefully observed after 
each dose of neostigmine. After 0.5 mg. had been given, 
respiratory excursions were definitely increased and the pa- 
tient was swallowing. After 1.0 mg. had been given, respira- 
tory amplitude was essentially normal. The patient also 
moved his head from side to side and attempted to remove 
the endotracheal tube. Shortly afterwards, in the recovery 
room, ventilation remained normal and verbal commands 
were followed, but vasopressors were needed to maintain 
normal blood pressure. Further transfusion with whole blood 
was ineffective. 

The patient died 23 hours after surgery was completed. 
Respirations remained adequate until the time of death. The 
terminal event was a shock-like state, which occurred when 
the levarterenol infusion infiltrated and could not be started 
quickly. Permission for an autopsy was not granted. 


Summary 


In a case of prolonged apnea occurring after the 
instillation of 2 Gm. of neomycin sulfate in solution 
into the peritoneal cavity of a traumatized abdomen, 
neostigmine therapy successfully reversed the cu- 
rare-like action of the neomycin. 


533 Higley Bldg. (Dr. Middleton). 
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SPECTROGRAPHIC STUDY OF TRACE ELEMENTS IN CANCEROUS 
AND NONCANCEROUS HUMAN TISSUES 


Norbert W. Tietz, Ph.D., Edwin F. Hirsch, M.D., Ph.D. 


Benjamin Neyman, Ph.D., Chicago 


The etiological relationship of specific metals and 
their compounds to neoplasia has not seemed as 
important a field of investigation as has that of a 
number of organic compounds, especially the vola- 
tile coal-tar products of industry. Barnett ' reported 
carcinoma of the nasal passages, paranasal sinuses, 
and lungs among workers in nickel refineries. The 
incidence of carcinoma of the lung with exposure 
to chromates has been mentioned by Hueper and 
others,” and a high content of molybdenum,” zinc,” 
and other metals in tumor or host tissues has been 
recorded.* 

Some metals and their compounds, even when 
present in large amounts in the tissues, have no 
recognized carcinogenic properties; others, such as 
copper and iron, which are selectively stored in the 
liver and spleen of patients with tumor tissues ° are 
not regarded as having a causal relation to the 
disease. Among the metals and their compounds 
with real or suspected carcinogenic properties are 
arsenic, chromium, molybdenum, nickel, cobalt, 
aluminum, beryllium, cadmium, silver, selenium, 
zinc,” and, of course, the metals with radioactive 
properties.’ 


Findings on Carcinogenic Properties of Metals 
in Test Animals 


After the presence of increased amounts of cer- 
tain metals had been demonstrated in the tumor or 
other tissues of the tumor-bearing host, the carcino- 
genic properties of some metals were investigated 
in test animals. The results and the opinions ex- 
pressed by various authors are briefly stated in the 
following paragraphs. 





From the Henry Baird Favill Laboratory, Presbyterian-St. Luke’s 
Hospital. At the time of this study Drs. Tietz and Neyman were 
Seymour Coman Fellows of the Department of Pathology, University 
of Chicago; Dr. Tietz is now at Reid Memorial Hospital, Department 
of Chemistry, Richmond, Ind. 


Read in part at the International Congress on Clinical Chemistry, 
Stockholm, Aug. 19-23, 1957. 





Arsenic.—Arsenic has been credited as a carcino- 
gen by Haddow and Kon,” Goeckerman and Wil- 
helm,** Hueper,* Neubauer,“ and Steiner.*" Hue- 
per “ reported a low percentage of cancer in animals 
after injections of metallic arsenic in lanolin. 

Chromium.—Schinz and Uehlinger ° 
local tumors with metastases into the lungs by intra- 
femoral implants of chromium, Among 25 rats in- 
jected intraperitoneally or intrafemorally with 
chromium, Hueper “ observed 3 with spindle cell 
sarcomas and one with an insuloma. Single implants 
and repeated depositions of powdered metallic 
chromium and chromate ore into the femur, the 
peritoneum, the pleura, the paranasal sinuses, and 
the skeletal muscle, and intravascular injections in 
mice, rats, guinea pigs, rabbits, and dogs, according 
to Hueper,” produced relatively few tumors. Among 
the human carcinogens, Steiner *" listed sodium 
chromate and chromate dyes, and he mentioned the 
development of carcinoma of the lungs after the 
inhalation of chromates. 

Nickel.—Subcutaneous, pleural, femoral, and other 
parenteral injections of nickel (Hueper '’) produced 
in rats a variety of sarcomas. Steiner *" and Hueper “ 
reported the production of cancer with nickel car- 
bonyl. 

Cobalt.—Heath ** described local growths in rab- 
bits with intramuscular implants of cobalt; Schinz 
and Uehlinger ° observed local and lung growths in 
rabbits with intrafemoral implants of cobalt. 

Aluminum.—Spira “ and also Betts consider 
aluminum among the carcinogens. 

Beryllium.—Although the parenteral administra- 
tion of beryllium (Hueper™) suspended in lanolin 
did not clearly cause tumors, intravenous injections 
of beryllium in rabbits caused sarcomas of bones, 
and inhalations in rats produced bronchogenic car- 
cinoma.*' According to Stewart “ only the relatively ° 
insoluble compounds of beryllium are active. 
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Silver.—The carcinogenic property of silver had 
not been established until Oppenheimer and others ™ 
produced local sarcomas in rodents with silver foil. 
Growth-promoting effects have been observed by 
Guyer and Mohs * and Walbum.*” 

Mercury.—Recently Druckrey, Hamperl, and 
Schmahl ™ established the carcinogenic property of 
metallic mercury. 

Copper.—Solutions of copper sulfate caused tera- 
toid tumors in roosters.” 

Lead.—Two per cent lead phosphate suspensions 
injected subcutaneously caused carcinoma of the 
kidnev in rats.*' 


Background of Present Study 


These comments on the relation of metals and 
their compounds to the growth of cancer and other 
neoplasms suggested further investigations. Among 
these were analyses for the presence and amounts 
of metals or elements in various tissues of the hu- 
man body in health and in diseases not neoplastic, 
for the purpose of comparison with those of can- 
cerous and other noncancerous host tissues. Such 
analyses also may reveal the tolerance of tissues 
against a carcinogenic element. Relatively few quali- 
tative and quantitative investigations of this kind 
have been made. This probably is due to the need 
for a technique of analysis which yields a broad 
pattern of the elements present, which the spectro- 
graph fulfills. Quantitative chemical methods, when 
indicated, can be applied after the presence of a 
specific element has been determined. 

Reports on the application of the spectrograph 
to tissue analyses record results for only a limited 
number of patients and a small number of chemical 
elements.'* Nearly all reports give a range of con- 
centration of the elements without separating those 
of the cancerous from the noncancerous tissues. 
Some of the average values reported by investigators 
appear too high because they include the analyses 
of tissues obviously high in metal content. 

The data of the tissue analyses in our report of 
patients having neoplastic, inflammatory, and vari- 
ous other diseases are listed in separate categories. 
But even with this separation a “normal value” in 
each category could be misleading because a metal 
concentration found in a patient without a cancer- 
ous disease, given proper time in the same or an- 
other host, might produce a growth of tumor tissues. 
A commonly accepted principle holds that the body 
cannot eliminate, or but slowly eliminates, insolu- 
ble metals or their compounds and that these metals 
and compounds, therefore, will remain in the tissues 
for long periods of time. 

The spectrographic approach provides an analyti- 
cal method for the determination of many elements 
with reasonable accuracy in samples of tissues. 
Among the methods of spectrographic analysis pub- 
lished, the one by Butt and associates '** seemed 
best adapted to the problem. 
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Equipment and Metho‘s 


Spectrograph, Densitometer, and Film.—The anal- 
yses were made with an 1.5-m. emission spectro- 


. graph having a multisource power supply (model 


6200 Applied Research Laboratories, Inc., Glendale, 
Calif.), and the lines on the films were read with 
the densitometer provided as part of the equipment. 
The spectrograph has a camera for a 35-mm. film. 
The S.A. no. 1 film was calibrated with the two-step 
camera filter. 

Electrodes.—The electrodes were of high-purity 
special graphite (National Carbon Product) and 6 
mm. in diameter. The arcing surface of the upper 
electrode was prepared by cutting a beveled shoul- 
der with a cone-tip electrode tool, and finishing 
with a center-post cutter. These procedures formed 
a center post 2 mm. in diameter and 3 mm. high. 
The same result can be obtained with the center- 
post cutter and breaking away the marginal carbon. 
This electrode surface gave a steady arc with mini- 
mal migration during the analysis. The lower elec- 
trode was type 103, United Carbon Product, Inc., 
with a cup 6 mm. deep and 4 mm. in diameter. 
These electrodes accomplished a more satisfactory 
excitation of the undissolved compounds in the test 
sample. 

Tissues and Preparation for Analysis.—The tissues 
were obtained from the bodies of deceased persons 
by autopsy and from patients by surgery. The tissues 
were collected in bottles carefully cleaned with 
diluted nitric acid. The preparation of the samples 
for analysis, that is, the weighing, grinding, drying, 
ashing, and dissolving in the internal standard- 
buffer solution; the preparation of the internal stand- 
ard solution; the calibration of the film; the plotting 
of the standard curves; and other details of the 
procedure were carried out, in general, as de- 
scribed by Butt and others.’** 

Some changes in this procedure were required in 
order to include more elements, some of which (Ag, 
Si) were insoluble in the internal standard-buffer 
solution, and many varied in the sensitivity of their 
lines. These modifications are as follows: 

1. Each sample required two spectrographic anal- 
yses, the one with the filter in position 2 (Si, Al, Mn, 
Fe, Pb, Sn, Cr, Zn, and Ag) and the other with the 
filter in position 1 (Cd, Be, Mo, and Ni), in order 
to obtain a more adequate intensity of the lines in 
the film. 

2. The time of arcing with the filter in position 2 
was increased from 17 to 23 seconds, using an 8- 
ampere D.C. are (capacitance 57 microfarads, re- 
sistance 15 ohms, inductance 350 microhenries ). 

3. Specific types of electrodes were used (see 
section on electrodes ). 

4. The samples were ashed with the addition of 
a few drops of concentrated sulfuric acid to mini- 
mize the loss of metals by volatilization. 

5. The arc gap was set to 2 mm. 
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6. Because the presence of relatively large 
amounts of iron and aluminum affects the intensity 
of the lines of other elements in the film, a synthetic 
model was prepared with known amounts of the 
elements and varying amounts of iron and alumi- 
num. With this, a correction curve was prepared 
and applied in determining the standard curves. 


TABLE 1.—Spectrum Lines Used for Identification and Quan- 
titative Estimation of Elements in Tissue Samples 


Internal 
Analysis Standard Line 
Element Line (Bismuth) Filter Remarks 

Cd cccccccccccccece 2288.0 2276.6 1 

BO cccccsccccesecee 2348.6 2976.6 1 

Dl vcawcnusceserse®s 2528.5 2993.3 2 

Ad svcoeseccccetsoce 2575.1 2993.3 2 

MD cccccccceccceces 2798.2 2993.3 2 

FE wccccccccccccece 2832.4 2993.3 2 For low 
concentrations 

De- seudiatsawevenss 2838.1 2993.3 2 For high 
concentrations 

Pe caseesdendccoess 2833.0 2993.3 2 

BE dcvecescessvesos 2839.9 2993.3 2 

CY coscecesccesence 3014.9 2993.3 ? 

TED csccccsoséeseces 3132.5 2276.6 1 

DD. castasecsectiees 3282.3 2993.3 2 For high 
concentrations 

De. cccsasiewecsauss 3345.0 2993.3 2 For low 
concentrations 

De sardiserteiewten 3382.9 2993.3 2 

Me sexieasseniueees 3414.7 2276.6 1 


The analysis lines used for the identification and 
quantitative estimation of the elements in the tissue 
samples are listed in table 1. For certain elements 
(Cd, Be, Ni, Mo) a different internal standard line 
(2276.6) was used. 


Results 


The outlined procedures for spectrographic analy- 
sis enabled an analysis of the tissues for 13 different 
elements, 6 of them quantitative analyses (Mn, Sn, 
Pb, Fe, Zn, and Al) and 5 of them semiquantitative 
(Cd, Be, Mo, Ni, and Cr). The analyses of the 
latter were considered to be semiquantitative be- 
cause a decrease of density of the lines of elements 
in trace amounts by elements in relatively high 
amounts, as mentioned, cannot be controlled accu- 
rately. The background correction for the faint lines, 
especially, introduces some error, but these results 
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tion of silver by the chloride ion of the internal 
standard solution and the insolubility of silicon di- 
oxide. The elevated or high values of silver and 
silicon therefore are reported in the tables on the 
basis of the intensity ratio. 

Lungs.—Tables 2A-E record the results of analyses 
of primary carcinoma tissues and the surrounding 
lung tissues (table 2A); metastatic carcinoma and 
the associated noncancerous lung tissues (table 
2B); several lung tissues of patients with carcinoma 
in other viscera (table 2C ); a small number of lung 
tissues from patients with chronic inflammatory dis- 
orders (table 2D); and lung tissues of patients with 
a wide range of non-neoplastic diseases (table 2E ) 
The condensed results are given in tables 2a and 2b 

A comparison of the percentage of patients having 
neoplastic diseases and whose lung tissues had an 
elevated or a high metal content with the percent- 
ages of patients having (1) inflammatory and (2) 
other nonspecific diseases and whose lung tissue 
had a high metal content discloses the relations 
shown in table 2b. 

In table 2b, amounts of Pb, Cd, Fe, Cr, Si, and Ag 
are definitely increased in a high percentage of pa- 
tients with neoplastic diseases. This may indicate 
a causal relation to neoplasia, especially since some 
of these metals have been described as carcinogens 
There is also a significant difference between pa- 
tients with various diseases and those with inflam- 


TaBLeE 2b.—Percentage of Patients with Elevated or High 
Amounts of Elements in Lung Tissues 


Elements 


Type of Disease Mn Sn Pb Fe Zn Al Cd Be Mo Cr Ni Si Ag 


Non-neoplastic disease 3 16 5 4 16 19 18 838 321 6 
Neoplastic disease..... $0428 Mm BW 8 C8 (Bl » 34 BY 
Inflammatory disease. 38 20 38 38 13 3 %& 183 14 25 2 


matory disorders of the lungs. The number of the 
latter patients with an elevated metal content of 
the lungs is, on the average, about three times 
higher than that of the first group. 

The detailed table (2E) containing the values for 
the elements present in the lungs of patients with 
various disorders other than carcinoma and inflam- 


TABLE 2a.—Interpretation of Metal Content in Analyses of Lung Tissues 





Elements, Mg./100 Gm. of Dry Tissue 


Values* “Mn Sn Pb Fe 


Al Cd Be Mo cr Ni 
MN Sbavsscmieinawen -- 0-0.39 0-0.99 0-0.69 0-149 0-13 0-0.49 0-0.39 0-0,30 0-049 0-03 
a 0.4-0.99 1.0-3.0 0.7-1.0 150-250 14-20 0.51.0 0.4-1.0 0.31 and over = 0.5-0.99 0.31-0.6 
GENE Goicsensuseerlwese 1.0 and over Over3.0 Over1.0 Over 250 Over 20 Over 20 Over1.0 Over1.0 . Over 1.0 Over OF 





*“Low,” values that can be regarded as normal; “elevated,” values that could be pathogenic; “high,” values abnormally high, and probably 


toxic in relation to the duration of tissue exposure 


are expected to vary not more than + 15 to 25%. 
This seemed sufficiently accurate, since the content 
of metals in the various tissues had a wide range. 
Silver and silicon are reported only in relative 
amounts because of difficulties in the standardiza- 
tion of these elements which result from precipita- 





matory diseases records a wide range in which the 
elements are present in the lung tissues. Thus 
chromium may vary from 0.2 to 5.3 mg. per 100 
Gm. of dry tissue (table 2E, specimen 5), cadmium 
from less than 0.1 to 1.9 mg. per 100 Gm. of dry 
tissue (table 2E, specimen 19), and aluminum 
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from 4 to 40 mg. per 100 Gm. of dry tissue (table 
2E, specimen 13). This may indicate that the abso- 
lute amount of metal present is not the only factor, 
but that others have significance, such as the nature 
of the compound, the duration of action, and the 
resistance of the tissues against the compound. 
Metals or their compounds have been introduced 
into test animals, and several investigators have ob- 
served tumors in viscera other than at the site of the 
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records for comparison the analyses of liver tissues 
of patients with a large variety of non-neoplastic 
disorders, including traumatic injuries. The con- 
densed results are given in tables 3a and b. The 
estimations of low, elevated, or high metal content 
in the liver as we interpreted these values are given 
in table 3a. They are based on the same factors 
that were mentioned in connection with the lung 
analyses. 


TABLE 3a.—Interpretation of Metal Content in Analysis of Liver Tissues 








Values* “Mn Sn Ph Fe 
BNE” .ccccsakanabedauands 0-0.89 0-0.89 0-0.80 0-99 
J ae ee eae 0.9-1.5 0.9-1.5 0.81-1.3 100-200 
PE i0sseeastvsonceexd Over 1.5 Over 1.5 Over 1.3 Over 200 


Elements, Mg./100 Gm. of Dry Tissue 








Over 65 


Cr Ni 


A 


Al Cd Be Mo 
0-15 0-1.19 0-0.39 0-0.99 0-0.40 0-0.2 
Over 15 1.2-2.0 0.4-0.99 1.0-2.0 0.41-1.0 Over 0.2 
Over 2.0 Over 1.0 Over 2.0 Over 1.0 





*“Low,” values that can be regarded as normal; “elevated,” values that could be pathogenic: “high,” -values abnormally high, and probably 


toxic in relation to the duration of tissue exposure. 


implant.’* Elements, such as these, which do not 
cause a local growth usually have been implanted as 
metals or their oxides. In our analyses, patients 
whose lung tissues had a high metal content fre- 
quently had tumors in other viscera of the body. 
This suggests that a noxious agent, in order to effect 
tissue growth, is present in a diffusible ionic state, 
at least in some instances. The lungs and gastro- 
intestinal tract are probably the most frequent por- 
tals of entry into the body for the various metals. 
Mine workers and others probably inhale the metal 
or its oxide into the lungs. Trace amounts of these, 
converted into the ionic state, are continuously 
carried by the tissue fluids into other tissues. This 
process is minimized when metals and their com- 
pounds are encapsulated by scar tissues in the lungs. 

A comparison of the results of the analyses of the 
carcinoma tissues of the lungs with those of the 
surrounding lung tissues (tables 2A and B) discloses 
that almost always the content of the checked metals 
is lower in the cancerous tissues than in the lung 
tissues around the tumor. This eliminates the possi- 
bility of selective storage of these elements by the 
carcinoma tissues. 

These chemical relations with metastatic carcino- 
mas of the lungs are like those with the primary 
carcinoma. Carcinoma tissues, however, have a 
higher content of some elements, such as K, P, and 
S, than do the basic lung tissues. Perhaps these 
elements have no causal relation with neoplasia but 
are necessary for the rapid growth of the tumor 
tissues. With inflammatory lesions of the lungs, the 
resuits are in the reverse relations. Here most of 
the elements are in higher amounts in the scar tis- 
sues than they are in the surrounding lung tissues. 

Liver.—The results of the spectrographic analyses 
of the liver tissues from patients with primary and 
metastatic carcinoma and of liver tissues from pa- 
tients without metastases but with carcinoma else- 
where are listed in table 3A, B, and C. Table 3D 


Table 3b compares the percentages of patients 
with elevated or high contents of elements in neo- 
plastic and various non-neoplastic diseases. Amounts 
of Mn, Pb, Fe, Be, Cr, Ni, Si, and Ag are definitely 
increased in the liver tissues in patients with neo- 
plastic diseases, although this difference in some 
elements is not as obvious as in the lung. 

A comparison of the analyses of the carcinoma 
tissues in the liver with those of the liver tissues 
around the tumor discloses the same contrasts as in 
the lung, namely, that the content of various metals 
is lower in the carcinoma tissues than in the sur- 
rounding liver tissues. 

Kidney.—The function of the kidney is chiefly ex- 
cretory. This probably is the reason why the tissue 
analyses in both neoplastic and non-neoplastic dis- 
eases are within a fairly narrow range. The elements 
significantly high with neoplasia, as compared with 
non-neoplastic diseases, are Mo, Cr, and Ag. Al- 
though the content of these elements was elevated 
or high, the kidney tissues were not cancerous. The 
results do not justify the conclusion that kidney 
tissues have a specially high resistance to neo- 
plasia. However, the elevated values afford some 


TaBLe 3b.—Percentage of Patients with Elevated or High 
Amounts of Elements in Liver Tissues 


Elements 


— HW 


7 ae = ey oe 

Type of Disease Mn Sn Pb Fe Zn Al Cd Be Mo Cr Ni Si Ag 
Non-neoplastic disease 14 15 18 16 0 4 35 6 10 3 0 15 12 
Neoplastic disease..... 35 14 52 30 0 0 36 9 5 2 5 2 2 


information of the distribution of these metals in 
the tissues of the body. The amount of cadmium is 
relatively high in all kidney tissues in comparison 
with other viscera. Most kidney tissues had more 
than 5 mg. of cadmium per 100 Gm. of dry tissue. 
In the hing 0.5 mg. and in the liver 1.2 mg. of cad- 
mium per 100 Gm. of dry weight were considered 
elevated values. Because the spectrographic pro- 
cedures as outlined did not yield exact quantitative 
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analysis above the 5 mg. amount, differences in the 
amounts of this metal in neoplastic and non-neo- 
plastic diseases were not established. 

Tables 4A and B record the details of analyses. 
The condensed results are given in tables 4a and b. 
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The high content of metals in the tissues of pa- 
tients with metastatic carcinoma has been consid- 
ered by some authors to be due to a secondary 
storage following the development of the disease 
However, our studies suggest that the increase in 


TABLE 4a.—Interpretation of Metal Content in Analysis of Kidney Tissue 








Elements, Mg./100 Gm. of Dry Tissue 
- ——— EEE — 


Values* Mn Sn Pb Fe Al Cd Be Mo Cr NI 
LOW cccccccccccccecese 0-0.69 0-0.80 0-0.80 0-100 0-10 0->5 0-0.25 0-0.25 00.49 oOO.15 
Elevated .cccsccecscocs 0.7-1.5 0.81-1.49 0.81-1.5 101-200 11-15 ? 0.2%6-0.5 0.26-0.5 0.5-1.0 0.15-0.5 
HID o0.cssenaceecsedese Over 1.5 Over 1.5 Over15 Over200 Over 100 Over 15 bus Over 0.5 Over 0.5 Over 1.0 Over 0.5 





*“Low,” values that can be regarded as normal; “elevated,” values that could be pathogenic; “high,” values abnormally high, and probably 


toxie in relation to the duration of tissue exposure. 


Comment 


The experiments by Schinz ° in 1942 demonstrated 
the carcinogenic properties of metals or their com- 
pounds. Prior to this, large amounts of several met- 
als had been reported in a variety of tumors and in 
tissues of tumor-bearing hosts.’* Many of these find- 
ings were in the tissues of miners, where a large 
content of the metals had accumulated gradually 
during years of exposure. All reports on carcino- 
genesis with metals emphasize the requirement of a 
long period of exposure. This long latent period 
reasonably explains why the carcinogenic property 


TaBLE 4b.—Percentage of Patients with Elevated or High 
Amounts of Elements in Kidney Tissues 


Elements 
AX 


Type of Disease ‘Mn Sn Pb Fe Zn Al Cd Be Mo Cr Ni Si Ag 
Non-neoplastic disease 5 6 10 5 0 0O 0? 3 6 8 8 4 4 
Neoplastic disease..... 49 8 4 4 007 01721 9 4 2% 





of certain metals was not recognized sooner. Man- 
cuso ‘* in 1951 emphasized the long latency of 
metallic action, and Hueper (1953) * remarked that 
the latent period is seldom less than 5 years and 
may be longer than 25. Others have recorded similar 
opinions.* Araki and Mure “* reported a gradual in- 
crease of nickel in tissues with age. An average 


metals occurs prior to the growth of the tumor. An 
increase in the amounts of the metals in the tissues 
of cancerous patients is observed not only in the 
tissues in which the carcinoma is primary but also 
in the lung, liver, and kidney regardless of metas- 
tatic growths. Examples of this are shown in table 5, 
especially line 1, where the amount of chromium 
is elevated in the lung, liver, and kidney, and line 8, 
where the amount of nickel is elevated in all three 
tissues. Also suggesting a storage prior to the disease 
is the fact that the carcinoma tissues themselves 
have a much smaller amount of these metals than 
has the surrounding tissue. 

The elements commonly elevated or high in the 
liver, lung, and kidney of patients with neoplastic 
diseases are Pb, Fe, Cd, Cr, Ag, and Si, In addition, 
amounts of manganese and beryllium also are ele- 
vated in the liver and molybdenum in the kidney. 

Chromium, found in elevated amounts in the lung 
tissues and especially in the liver of patients with 
cancerous diseases, is a known carcinogen. Lead, 
beryllium, and silver are credited with similar prop- 
erties. This action has not been established with 
manganese, molybdenum, cadmium, and silicon. 
The analyses of lung tissues from patients with 
inflammatory disorders demonstrated a high per- 
centage with an elevated content of several ele- 


TaBLE 5.—Examples of Distribution of Elements in Various Organs of Patients with Neoplastic Diseases 











Lung Liver Kidney 
—— — — 

Line : Specimen Elements Specimen Elements Specimen Elements 
No. Primary Site Table No. Elevated or High Table No. Elevated or High Table No. Elevated or High 

FOIE EEO E 3B 1 Cr 3C 4 Cr 4A 5 Cr 
DE cna eee nnadadwattetecewssduiimds 2A 10 Cd 3B 5 Cd 

LR EE ee eee 2C 12 Pb 8C 5 Pb 

© BE Vertdeaad i tdascscdehcnosn bebe 3A 2 Mn 4A 20 Mn 

END RE Rare Re ap aRa 2C 7 Pb,Cd,Ag 8c 6 Pb,Cd,Ag,Sn 4A ue Sn,Pb 

iP -Betad breeds ca vbeect kab ouch eemadcsss 2C 2 Cr 8C 7 Cr 4A 83 Cr 

F EE ti nsidibedeeeesatinenvesedaieess 2C 5 Mn,Pb,Fe,Cd,Cr 3C s Mn,Pb,Fe,Cd 

me TE IE en Se 2C 6 Cd,Ni 8C a) Cd,Ni,Cr 4A 7 Ni,Cd (%) 





value for nickel in persons up to 31 years of age 
was 0.285 mg. per kilogram of fresh human tissue, 
but in those over 51 years the amount was 1.525 mg. 
per kilogram. These differences in metal content 
according to age explain, in part, the wide range of 
values reported for different tissues. 





ments. Among these are beryllium and silicon, both 
recognized as noxious agents.’*® The relation of 
chronic inflammation to neoplasia is an accepted 
principle. Should elements be selectively stored in 
inflammatory tissues, they still could be a positive 
factor in the development of a cancerous growth. 











Our analyses are of tissues obtained in the Chi- 
cago area. Investigations in other geographical sites 
may yield different results, depending upon the 
metallic or nonmetallic compounds to which the 
inhabitants are exposed. Addink,” for example, re- 
ported high values for zinc in cancer patients in 
Holland. Our results are recorded with the hope 
that they will be useful in further studies on the 
relation of specific metals to carcinogenesis. 

Summary 

Autopsy and biopsy tissues of the lung, the liver, 
and the kidney were analyzed with the spectro- 
graph for their content of the elements Mn, Sn, Pb, 
Fe, Zn, Al, Cd, Be, Mo, Ni, Cr, Si, and Ag. 

The results for the lung tissues were separated 
into several groups: (a) primary carcinoma tissues 
and surrounding lung tissues (b) metastatic carcino- 
ma tissues and the noncancerous lung tissues, (c) 
lung tissues of patients with carcinoma in other 
viscera, (d) lung tissues of patients with. chronic 
inflammatory disorders, and (e) lung tissues of 
patients with a wide range of non-neoplastic dis- 
eases. A comparison of these analyses discloses that 
amounts of Pb, Cd, Fe, Cr, Si, and Ag are more 
often increased with neoplastic and inflammatory 
diseases than in the tissues of patients without 
cancer. Even in patients with various diseases, there 
is a wide range in results. 

The analyses of liver tissues: show a significantly 
higher content of Mn, Pb, Fe, Be, Cr, Ni, Si, and 
‘g in those from patients with neoplastic diseases 
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regardless of the primary site. The elements signifi- 
cantly high in kidney tissues of patients with neo- 
plastic diseases are Mo, Cr, and Ag. Almost all 
kidney tissues without regard to the disease have 
a higher content of cadmium than the lung and liver 
tissues. 

The high content of elements not only in one 
organ tissue of patients with neoplasia but in three 
(that is, the lung, the liver, and the kidney) sug- 
gests that the storage of metals took place prior to 
the development of the disease rather than after. 
The observation that the metal content in the tumor 
tissue itself is definitely lower than that of the sur- 
rounding host tissue supports this opinion. 

The tissues analyzed have been obtained in the 
Chicago area. Similar studies in other geographical] 
sites may yield different results depending upon 
the compounds to which the inhabitants are ex- 
posed. 

1439 S. Michigan Ave. (5) (Dr. Hirsch). 


The bibliographic references and tables 2A-C, 3A-D, and 
4A and B have been omitted from THE JourNAL but will be 
included in the authors’ reprints. 


This study was aided by a grant from the Illinois Division 
of the American Cancer Society. 
Dr. Richard Nailor gave technical assistance in this study. 


The spectrograph used was a gift to the Henry Baird 
Favill Laboratory from the Women’s Board of St. Luke’s 
Hospital. 


Spider Bites.—In California it is generally conceded that Latrodectus mactans (Fabricius), the 
black widow, is the only spider dangerously venomous to man. The fairly common reports by 
persons not versed in the subject, of cases of less severe spider bites, in which the arthropod is 
not available for identification, are usually attributed to the black widow spider or to stings 
or bites from various insects such as bees, wasps, scorpions or kissing bugs. Hence it is of par- 
ticular interest to record a decidedly venomous effect from the bite of a common North Ameri- 


can spider previously regarded as harmless. . 


. . The spider was identified by Dr. Willis 


J. Gertsch of the American Museum of Natural History as an immature male of Cheiracanthi- 
um inclusum Hentz, of the family Clubionidae. It is an inconspicuous, pale yellow spider, less 
than one quarter of an inch long. In view of its wide occurrence throughout North and South 
America and its frequent appearances in houses, it is surprising that there are no previous 


records of its biting man. . 


. . Dr. Gertsch said that the bite of the genus Cheiracanthium 


has been observed to be not completely inoffensive. The bite of the European Cheiracanthium 
punctorium (Villers) causes pain comparable to the sting of a wasp, sometimes associated 
with fever and other symptoms. Similarly spiders of the species Cheiracanthium diversum L. 
Koch, in the Hawaiian Islands, have bitten a number of persons, causing moderate to grave 


symptoms. . 


. . The alarming and excruciatingly painful reaction indicates that closer scru- 


tiny should be given to other reports of spider-bite injury. The fact that the black widow ap- 
pears to be the only dangerously venomous spider in California does not preclude the prob- 
ability that the bites of other spiders may cause considerable injury.—D. P. Furman, Ph.D., and 
W. C. Reeves, Ph.D., Toxic Bite of a Spider: Cheiracanthium Inclusum Hentz, California 


Medicine, August, 1957. 
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Clinical Pathologic Conference (PM 565-55) March 21, 1957, from the Department of Pa- 
thology and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, 
presented for publication by Daniel S. Kushner, M.D., and Paul Szanto, M.D. 


Clinical Data and Discussion 


Dr. Sheldon Waldstein: A 39-year-old Negress was 
admitted to the orthopedic service with a painful left 
knee. At the age of 15, she injured her left knee, 
which swelled but healed without difficulty; how- 
ever, at times of minor trauma it would swell again. 
From the age of 15 to 37, she was well. She had 
four pregnancies and delivered two children, one 
of whom died. At age 38 (16 months prior to her 
final admission) she noted pain, numbness, and 
weakness of the left ankle, and shortly thereafter 
drop foot developed. One would immediately think 
of peroneal nerve palsy. This is one of the 
peripheral nerve palsies in which the cause of 
paralysis is often not known, and many patients 
give no history other than the occurrence of paraly- 
sis after crossing the legs. The peroneal nerve lies 
in an exposed position and is subjected to many 
types of minor trauma which may lead to paralysis. 
However, in this case, great pain preceded the 
paralysis. We do not know what type of treatment 
she sought, but 13 months before admission and 3 
months after the occurrence of drop foot, she was ad- 
mitted with an incomplete abortion and a curettage 
was done. Her left leg showed drop foot, loss of pain 
sensation over the anterior surface of the foot and 
lateral aspect of the leg up to the knee, loss of vibra- 
tion sense over the lateral malleolus, and loss of 
proprioception in the foot, compatible with pero- 
neal nerve palsy. The Achilles tendon reflex was 
absent, but the patellar reflex was present. An elec- 
tromyogram confirmed the presence of a peripheral 
neuropathy. The day after the dilatation and curet- 
tage, thrombophlebitis developed in the left calf. 
This is not unusual after operation, particularly 
a gynecologic one, but it is of interest that this 
occurred in the portion of the lower extremity where 
she had previously had difficulty. Perhaps this was 
because the leg was paretic. At any rate she re- 
ceived anticoagulant therapy and was discharged 
16 days later. 





Dr. Kushner is Associate Director of Medical Education, Cook 
County Hospital, and Instructor in Medicine, Northwestern University 
Medical School; Dr. Szanto is Director, ent of Pathology, 


Departm 
Cook County Hospital, and Associate Professor of Pathology, Chicago 
Medical School. 

Dr. Waldstein is Attending Physician, Cook County Hospital, and 
Associate in Medicine, Northwestern University Medical School. 





The urine was normal. Roentgenograms of the 
abdomen revealed a calcified density, 8 cm. in 
diameter, in the inlet of the pelvis, and we will con- 
sider that a calcified fibroid may have been the 
reason for the abortion. Views of the spine and 
left knee were negative. 

Two months later, 11 months before her last ad- 
mission, she returned with an edematous, cold left 
leg. This would be compatible with residual throm- 
bophlebitis as she probably had some venous in- 
sufficiency, but now the popliteal and dorsalis pedis 
arteries were not palpable and the leg was cold 
Could a process which first involved the nerve and 
then the vein now include the artery? Her blood 
pressure was 144/96 mm. Hg. She improved rapidly 
and was discharged 10 days later. 

For six months she was well. Five months prior 
to her last admission, she had pain in the left knee, 
of progressive severity, with swelling and difficulty 
in walking. She consulted a physician who gave 
her 18 injections of streptomycin, presumably for a 
tuberculous arthritis. Two weeks before admission, 
she got her first constitutional symptoms, described 
as “flu.” She complained of cough, hemoptysis, pain 
in the left side of the chest, anorexia, and nausea. 
She was again admitted to the hospital. The pain 
in the knee so outweighed her other complaints 
that she went to the orthopedic service. She did not 
appear very ill, but she was unable to walk due 
to a swollen, painful knee. The findings were as 
before, with nerve palsy and absence of arterial 
pulsation, but, in addition, the left knee was locked 
in a flexed position. The knee was warm, tender, 
and markedly swollen. Her pulse rate was 128 pet 
minute, but she had no fever. Dyspnea was not 
noted on admission, but throughout the remainder 
of her course dyspnea and respiratory insufficiency 
were outstanding. Her heart was normal, but her 
blood pressure was elevated to 170/110 mm. Hg. 
There were signs of left pleural effusion. Her uterus 
was irregularly enlarged, consistent with a diag- 
nosis of fibroids. The adnexa were normal. 

The patient was troubled with cough and noc- 
turnal dyspnea requiring her to sit up most of the 
night. Two days after admission, a diagnostic and 
therapeutic left thoracentesis was performed, yield- 
ing 500 cc. of bloody pleural fluid which did not 
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clot. The aspiration gave her no relief and her pulse 
rate remained about 140. Bacterial and acid-fast 
cultures of the fluid were sterile, and the tuberculin 
test was negative (1:100). 

Roentgenograms were taken immediately after 
the tap. Not only was massive effusion found, but 
the mediastinum was shifted to the right and in 
the right lung numerous patches of infiltration were 
seen. The urine was negative. The blood showed a 
moderate normochromic anemia with a normal 
leukocyte count. The nonprotein nitrogen and total 
protein levels were normal and a serologic test for 
syphilis was negative. Circulation time was normal. 
With a normal heart, absence of generalized edema, 
absence of basilar rales, and a normal circulation 
time, heart failure could be ruled out. She did, 
however, have high venous pressure which was 
determined in the arm only and which I believe 
was due to a kinking and torsion of the vena cava, 
because of the shift of the mediastinum to the right, 
rather than to congestive heart failure. 

Roentgenograms of the knee showed little. There 
was irregularity of the medial plateau which either 
dates back to the previous injury or could point to 
some new process. There was some osteoporosis, 
which is not surprising in view of the long-standing 
nerve damage and atrophy of disuse, but a tuber- 
culous joint might give similar findings. 

The patient was still dyspneic and, on successive 
days, thoracentesis yielded 800 cc. and 750 cc. of 
bloody fluid. While she may have had 2,000 cc. to be- 
gin with, I would say this is a rapid reaccumulation 
of bloody pleural effusion. Later she was faint and 
shaky; dyspnea, tachypnea, and tachycardia per- 
sisted. She died 10 days after the last tap and 16 
days after admission. 

Before we consider the differential diagnosis, 
could we see the roentgenograms? 

Dr. Hildegarde Schorsch: Roentgenograms of both 
feet, taken on her first admission, showed only a 
slight osteoporosis of the left as compared to the 
right foot. Those of the lumbar spine were negative. 
A roentgenogram of the chest taken on admission 
showed massive effusion on the left side with 
marked displacement of the heart and mediastinum 
and patchy densities in the right lung, suggesting 
congestion secondary to effusion. A film taken the 
day following thoracentesis showed normal heart 
size and a small pneumothorax. The patchy densities 
on the right side had decreased but were still pres- 
ent, as was the effusion. A film taken five days later 
still showed the pneumothorax and more fluid in 
the lower half of the left lung field than on the 
previous examination, somewhat less prominent vas- 
cular markings, and hydropneumothorax with pul- 
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monary congestion on the right side. Roentgeno- 
grams of the pelvis showed a large, mottled, calcified 
discrete density which could be a calcified fibroid. 


. In addition, there was an old fracture in the inferior 


ramus of the left pubis and possibly one on the 
other side too. A single view of the left knee was 
normal. 

Dr.: Waldstein: I think this illustrates that one 
look is worth many words. I had the impression 
that the infiltration of the lungs was prominent and 
constant, but the films would, indicate that a good 
bit is on the basis of congestion. At any rate, I shall 
approach this from a consideration of what might 
cause the bloody pleural effusion associated with 
cough and hemoptysis, because to my mind this 
is what the patient died from. Leuallen and Carr’ 
reported a study of 450 cases of pleural effusion 
in which the most frequent causes were carcinoma 
(primary or metastatic), tuberculosis, congestive 
heart failure, and pulmonary embolism. There is 
always the problem of traumatic hemothorax, but 
in this instance we need not consider trauma as 
we have no history of it, nor was this a true hemo- 
thorax. The authors found that the amount of blood 
present does not help one to differentiate between 
carcinoma and tuberculosis, since tuberculosis may 
also produce massive bleeding. Carcinoma, how- 
ever, far outweighs tuberculosis as a cause of mas- 
sive bloody effusion. In another study of bloody 
pleural effusion, it was shown that in the vast ma- 
jority of middle-aged people, the effusion was due 
to carcinoma. 

Let us first consider pulmonary embolism. We 
could almost make out a case for it. Many cases 
have been presented here with a history of respira- 
tory insufficiency and at post mortem one finds 
multiple smai! pulmonary emboli which have led to 
vascular changes in the lungs and pulmonary hyper- 
tension, with death usually from cor pulmonale. 
This woman had thrombophlebitis of the left leg 
which may be the source of emboli. However, 
although repeated pulmonary embolism may cause 
bloody effusion, I cannot conceive of it producing 
sO massive an effusion, and I doubt that it would 
ever cause an effusion severe enough to displace 
the mediastinum so far to one side. 

I have given you my reasons why this is not heart 
failure. Could it be tuberculosis or even a fungus 
disease, which could behave like tuberculosis? The 
course was not that of tuberculosis. This patient 
died of respiratory insufficiency, it is true, but one 
does not get the impression of a rapidly disseminat- 
ing process, causing a toxic febrile state as in mili- 
ary spread. Also cultures of the pleural fluid were 
negative and, most significantly, her tuberculin test 
was negative. If she had died of tuberculosis she 











~m 


—_— Ww J 


ee eae eee A 


— = 


Vol. 165, No. 17 


would have had to have it several months to years, 
possibly localized in the knee, and under these 
circumstances one would anticipate a positive tuber- 
culin test. 

This leaves me with a diagnosis of malignancy. 
Is this a carcinoma that is primary in the lung? 
| do not think so. So we think of this as metastatic, 
and I was banking on seeing bunches of infiltrates 
in the roentgenograms of the right lung, which 
would back up the possibility of metastatic malig- 
nancy. Although the infiltrations are not constant 
after tapping, I still believe this is a metastatic 
malignancy, chiefly involving the pleura. Before 
considering the source, perhaps we should approach 
this not from the effusion aspect, but from that of 
respiratory insufficiency. If we do not want to diag- 
nose multiple pulmonary emboli, maybe we should 
diagnose some other generalized or vascular disease 
causing respiratory insufficiency, such as lupus 
erythematosus, periarteritis nodosa, or other col- 
lagen diseases. If it had been generalized arteritis, 
we might consider a rheumatic condition, but the 
infiltrations disappear with time and a generalized 
vascular disease, in the preterminal state, should 
present more systemic involvement than only the 
lungs and one joint. 

Therefore, I again consider this a metastatic 
malignancy. If that is so, where is the primary 
source? I do not believe it is bronchogenic. Is it in 
an ovary or the uterus? We know the adnexa are 
normal and, from the examination of the corpus, 
I doubt there is a myosarcoma or endometrial carci- 
noma. Is it in some other viscus? If so, we have 
no information to pin it down. Should we look for 
internal carcinoma because of the thrombophlebitis? 
Perhaps so, but with localized joint trouble I would 
not use this as evidence of visceral carcinoma. The 
patient had a monarticular arthritis with some in- 
volvement of the nerve, artery, and vein. Trauma 
can cause monarticular arthritis, but she had that 
so far in the past that I do not believe we can relate 
it to the present illness. Could it be an infectious 
arthritis, such as tuberculosis? It could be, but 
for the same reasons that I decided against pul- 
monary or pleural tuberculosis, | decided against 
articular tuberculosis. It is conceivable that tuber- 
culosis with granulation tissue will eventually in- 
volve the nerve, artery, and vein around a joint, 
but, if so, I think we should have found extension 
into the surrounding bone and we would have a 
description of more than osteoporosis, so I do not 
believe this is a tuberculous arthritis. 

I am left with a tumor of the tissues of the joint 
or bones. Perhaps the first one to think of is osteo- 
genic sarcoma, but there was no radiologically 
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apparent bone destruction or cysts so I cannot see 
that this is a bone tumor. One lesion that frequently 
masquerades as simple swelling, becomes malignant, 
and metastasizes to the lung, is a synovial sarcoma 
(malignant synovioma ), not so rare a condition as is 
generally believed. Well over 200 cases have been 
reported in the literature.’ It involves the sexes 
equally. There is predilection for joints of the ex- 
tremities, particularly the knee. Pain is an outstand- 
ing symptom. The average age of onset is 37 
years. Its duration may be short or long, up to 30 
years being recorded, but the average is about 2 
years. One would think that a tumor which is malig- 
nant about a joint would produce a palpable mass, 
but this one does not. Many have masqueraded as 


, simple swelling. The tumors do not have to be large 


and when found are often not more than 6 cm, in 
diameter. Sometimes there is a question of a benign 
tumor having undergone malignant degeneration. 
The roentgenographic findings are nonspecific and 
may show only a slight swelling and osteoporosis 
of the surrounding bone. The tumors have a pro- 
pensity to metastasize, particularly to the lung and 
the regional lymph nodes. Other tumors, such as 
neurofibromas, occur about the joint, but, from the 
description, if I were to select a primary source for 
this metastatic malignancy I would choose to look 
to the knee and would make a diagnosis of synovial 
sarcoma. 

Dr. Paul B. Szanto: The cytological examination 
of the pleural fluid was omitted from the protocol. 
Smears revealed adenocarcinoma. 

Dr. Waldstein: | do not know of any glandular 
tissue around the knee joint. From the description 
here, I do not think the lesion resembles adeno- 
carcinoma. However, perhaps she had simple pero- 
neal nerve palsy and thrombophlebitis on top of it, 
and perhaps she had an abdominal carcinoma which 
had metastasized to the lungs. Perhaps we should 
look to the uterus, which was irregularly enlarged. 
Maybe there was a degenerative change in this 
fibroid. She may also have had endometrial carci- 
noma. 

Dr. Louis Feldman: | would suggest the pancreas 
as a possibility in this malignancy. 

Dr. S. Howard Armstrong Jr.: Was a needle bi- 
opsy made of the knee joint? 

Dr. Szanto: No. 

Dr. Armstrong: 1 would like to stick to the old 
tried-and-true diagnosis of tuberculosis of the knee 
joint with pulmonary emboli and thrombophlebitis. 

Dr. Samuel Hoffman: Years ago Dr. Kellog Speed 
reported three cases of sarcoma occurring several 
years after injury. 
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Dr. Armstrong: What about the roentgenographic 
findings in synovial sarcoma? 

Dr. Waldstein: They do not show anything more 
than was described here. 

Dr. Frederick Steigmann: Before the cytological 
findings were given here, I thought this might be 
a mesothelial sarcoma of the pleura. 





Fig. 1.—Nodules varying in size in the pleura and in the 
parenchyma of the right lung. 


Dr. Waldstein: Some of these synovial sarcomas 
have been considered mesothelial sarcoma until 
histological examination was made, but I think 
synovial sarcoma would fit better here. 

Clinical Diagnosis.—The clinical diagnosis was 
synovial sarcoma of the left knee with pulmonary 
and pleural metastases. 


Pathologist’s Report 


Dr. Szanto: At autopsy, the left pleural cavity con- 
tained 1,000 cc. and the right pleural cavity 400 cc. 
of hemorrhagic fluid. The left lung was collapsed 
and airless; the right lung was aerated. Grey-white 
or grey-pink nodules, measuring 0.5 to 2.0 cm. in 
diameter, were scattered throughout the visceral 
pleural surface (fig. 1) and in the pulmonary paren- 
chyma, more numerous on the left than on the right. 
Similar nodules were noted on the pleural and 
peritoneal surfaces of the diaphragm. The tracheo- 
bronchial tree was normal. The bronchopulmonary 
lymph nodes were small and anthracotic. 
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The uterus was enlarged by a tumor mass 
measuring 8 by 6 cm. at the fundus. On sec- 
tion the tumor was of pink-red color. Its texture 
presented interlacing bundles. Its central portion 
was soft and its periphery calcified, presenting the 
typical appearance of a degenerating calcified 
fibroid. 

The left knee appeared swollen. Dissection re- 
vealed a circumscribed, nonencapsulated, firm tu- 
mor mass measuring 6 by 5 by 4 cm. in the popliteal 
fossa, attached to the adjacent soft tissue and over- 
lying skin. On cut section, the tumor was grey-white 
with some hemorrhagic mottling. The tibial and 
peroneal nerves were embedded in the tumor mass 
and the knee joint was infiltrated by tumor tissue 
(fig. 2). The left inguinal lymph nodes were mod- 
erately enlarged. 

Characteristically, variegated histological pat- 
terns could be distinguished in sections taken from 
various portions of the tumor mass, as follows: 1. 
Slender, elongated, spindle-shaped cells with tend- 
ency to arrangement into bundles ( fibrosarcoma- 
like appearance), with rounding of some of the 
nuclei (fig. 3). 2. Clefts, and small and large cysts 
lined by endothelial-like, polygonal, ovoid, or 
rounded tumor cells. 3. Definite gland-like spaces. 
Such gland-like structures are lined by high 
columnar epithelium and may thus lead to a false 
diagnosis of adenocarcinoma. In our case, the 
cytological examination of the pleural fluid, ob- 
tained by thoracentesis, revealed glandular struc- 
tures falsely interpreted as adenocarcinoma. 4. 
Sheets of cells with definite epithelial cohesion pre- 
senting the appearance of an anaplastic or even 
squamous cell carcinoma (fig. 4). The combination 





Fig. 2.—Cavity of left knee joint invaded by tumor tissue. 


of these various morphologic features is character- 
istic for synovial sarcoma. The tumor cells produce 
hyaluronic acid which explains the positive periodic 
acid-Schiff reaction. The metastatic lesions to the 
lung, diaphragm, kidneys, and left inguinal lymph 
nodes consisted of tumor tissue showing the same 
variegated patterns as the primary tumor. In the 
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lymph node, the epithelial pattern and in the lungs, 
partly sarcomatous, partially the epithelial pattern 
were found. Small foci of hypostatic bronchopneu- 
monia represent a terminal complication. 

Pathological Diagnosis.—The pathological diag- 
nosis was synovial sarcoma of the left knee with 
metastases to the pleura, lung, diaphragm, kidneys, 
and left inguinal nodes; terminal bronchopneu- 
monia. 

Comment 


Dr. Szanto: This 39-year-old woman had long- 
standing complaints referable to the left knee. Such 
a history of injury is not infrequent in patients with 
synovial sarcoma. The frequency of synovial 
sarcomas in the popliteal space, which is a typical 
site of traumatic bursitis, would support the hypo- 
thesis of an etiological relationship between injury 
and synovial sarcomas in some cases. Synovial 
sarcoma, as an extra-articular soft tissue tumor,” 
only rarely invades the joint. This explains the 
negative radiological findings of the knee one 





Fig. 3.—Bundles of connective tissue fibers with spindle- 
shaped nuclei (fibrosarcoma-like appearance); note the slit- 
like spaces lined by elongated cells (hematoxylin-eosin stain, 
x 100). 


year prior to death, at the time when neurological 
disturbances due to peripheral nerve involvement 
were already present. The persistent cough, 
hemoptysis, and pleural effusion found their 
explanation in the pulmonary metastatic lesions. 
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The latter also explain the positive cytological 
findings in the hemorrhagic exudate, falsely inter- 
preted as adenocarcinoma. Synovial sarcoma is a 
malignant soft tissue tumor, usually occurring ad- 
jacent to the knee or ankle and occasionally adjacent 
to the hip or elbow. It usually occurs in young 
persons. The tumor is circumscribed, but is attached 
to the surrounding structures. Histologically, it is 
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Fig. 4.—Clusters of polygonal, polyhedral cells showing 
epithelial cohesion (hematoxylin-eosin stain, « 500). 


characterized by the variegated features observed 
in this patient. The tumor is very malignant, metas- 
tasizing most commonly to the lung. It may recur 
even after five years, and, on this basis, the survival 
rate is less than 5%. 
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OBSTETRIC ANALGESIA AND ANESTHESIA 


HE SAFETY of an anesthetic agent given 
T to a surgical patient depends on the 

knowledge of the anesthetist and the 
vigilance with which he watches and 
cares for his patient. When an anesthetic is be- 
ing given to an obstetric patient this is only half 
true, because the anesthetist cannot always de- 
termine the effect of the anesthetic on the unborn 
infant.’ This is not meant to imply that anesthetic 
deaths occur only in infants but is meant to stress 
the fact that a double risk is involved. Although no 
mother ever died from the pain of childbirth, many 
die annually from efforts to relieve it.? As other 
causes of maternal death are being brought under 
control, the relative number of anesthetic deaths 
has increased so that this cause is now estimated 
to rank fourth or fifth.’ Add to this the fact that 
most analgesics and anesthetics used in obstetrics 
depress the respiratory center of the infant and it 
becomes clear that such agents, if used, must be 
chosen with care and their administration carefully 
timed and executed. 

Unlike the patient prepared for surgery, most 
women in labor have food in their stomachs. Re- 
gurgitation of stomach contents occurs in 14% of 
even those obstetric patients prepared for an elec- 
tive operation. If induction of anesthesia is difficult 
this figure reaches 25%. Aspiration of vomitus is 
one of the greatest hazards in these patients. This 
cause, spinal shock, and cardiac arrest account for 
69% of the anesthetic deaths incurred by obstetric 
patients. Dinnick * advocates aspiration of the stom- 
ach before a general anesthetic is given but warns 
that even this does not insure an empty stomach if 
the patient has an esophageal pouch or a dia- 
phragmatic hernia. Furthermore, prolongation of 
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labor after anesthesia has been induced is more apt 
to be associated with vomiting than the mere pres- 
ence of food in the stomach. If the anesthetic is 
given intravenously, too rapid an induction may in- 
duce a dangerous hypotension. In a timely article by 
Apgar and co-workers (page 2155 this issue) the ef- 
fects of regional and general anesthesia (specifically 
with cyclopropane) on the infant are compared. 

If spinal, caudal, or epidural anesthesia are used 
it is necessary to keep a close watch on the moth- 
er’s blood pressure, as shock may occur suddenly. 
Conduction anesthesia carries the further risk of 
causing meningitis, epidural abscess, or arachnoid- 
itis. Spinal anesthesia has the advantage that the 
mother remains awake, the contractivity of the 
uterus is preserved thereby decreasing blood loss, 
and respiratory depression of the infant is minimal. 
The postspinal headache observed in about 8% of 
those so anesthetized can be largely prevented by 
adequate hydration of the patient. If this method is 
used, however,.one must be prepared to give the 
mother artificial respiration with oxygen for several 
hours in the event that the anesthetic level extends 
too high. In poor-risk cases, when regional anesthe- 
sia is contraindicated, local anesthesia may be used. 

In the interest of increasing the safety of ob- 
stetric anesthesia Davis makes the following rec- 
ommendations: 1. Use ar. anesthetic technique that 
allows the patient to remain conscious if possible 
(this includes giving whiffs of ether or nitrous ox- 
ide). 2. If unconsciousness must be induced, lower 
the head and have a suction apparatus immediately 
available. 3. Give atropine or scopolamine 20 min- 
utes- before anesthetization to minimize the pa- 
tient’s secretions. 4. Make sure that the patient is 
breathing freely at all times. 5. If the patient’s con- 
dition is in doubt, allow her to breathe air. Dinnick 
warns that trichloroethylene should not be used if 
the patient has had meperidine. No method of anes- 
thesia is absolutely safe. The system of relaxed or 
natural childbirth proposed by Read has been 
shown to reduce the need for anesthesia or anal- 
gesia during labor. If an anesthetic must be used, 
it is a mistake to allow it to be given by an un- 
trained person except under close supervision. 
At the very least a trained anesthetist should be 
available in the event that any complications should 
arise. As pointed out by Bonica (page 2146 this 
issue) no rule of thumb can be given with regard 
to the choice of an anesthetic method or agent in 
obstetrics. The needs of a given patient must be 
met by determining which method or agent is best 
for her. Much has been done to add to the safety 
of both mother and child at childbirth. By observ- 
ing sound principles of obstetrics and anesthesia the 
results can be further improved. 

1. Ellison, G.; Philpott, N. W.; and Simpson, G. A.: Obstetrical 
Anesthesia, Am. J. Obst. & Gynec. 74: 283-288 (Aug.) 1957. 

2. Turner, H. B.: New Factor in Maternal Mortality, J. Kentucky 
M. A. 55: 183-136 (Feb.) 1957. 

3. Matson, J. E., and Jacoby, J.: Maternal Mortality and Morbidity 
from Anesthesia, J. Internat. Coll. Surgeons 28: 172-182 ( Aug.) 1957. 


4. Dinnick, O. P.: Discussion on Anaesthesia for Obstetrics, Proc. 
Roy. Soc. Med. 50: 547 (Aug.) 1957. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


“Dear Dr. Allman: I have read your editorial on 
the evils of social security for physicians as well as 
the other information on the subject put out by the 
Association in an attempt to influence the member- 
ship. I want you to know that I and thousands of 
other loyal, conservative members of the A. M. A. 
disagree with the stand of the Association in this 
matter.” 

This same comment was made in a number of 
letters received in response to an earlier President's 
Page on the subject of social security coverage for 
physicians. Because of my own sincere personal 
opposition to the inclusion of physicians under the 
Old Age, Survivors, and Disability Insurance pro- 
gram of the social security system, I answered at 
length: 

“Of course, I know that thousands of other loyal, 
conservative members of the American Medical 
Association disagree with the stand of the Associa- 
tion, but you must bear in mind that many more 
thousands apparently do agree with the stand, for 
as you recall—as a loyal member of the A. M. A.— 
your House of Delegates on several occasions has 
reaffirmed this opposition to compulsory coverage. 

“Your note is not clear to me in that you seem to 
set up the ‘Association’ or the ‘American Medical 
Association’ as something apart from you and ex- 
pressing opinions and having programs of which 
you do not approve. Certainly, as a loyal and con- 
servative member of the A. M. A. you attend your 
county society meetings regularly and have, no 
doubt, participated in many discussions at its meet- 
ings regarding coverage under social security. And 
you also know that in my editorial the opinions 
expressed therein are those dictated to us by your 
delegates in the House of Delegates. 

“You further must know that your A. M. A. is 
probably the most democratic organization in the 
country. The delegates who are elected confirm all 
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the policies of the Association, and on several 
occasions opposition to compulsory social security 
coverage for physicians has been voted upon and 
passed. Personally, I am a firm believer in the 
dictum that ‘the majority is right or it serves us 
right.’ 

“Now as a member of the A. M. A., you know 
that the present A. M. A. position can be changed. 
You and the thousands of colleagues who favor 
sacrificing our principle of freedom and who wish 
to accept compulsory coverage can elect, from your 
county society, delegates to your state societies who 
are of the same opinion or whom you will instruct 
to support compulsory coverage. 

“As soon as the majority of the delegates of the 
A. M. A. House of Delegates vote in favor of com- 
pulsory coverage, I will use my good office to 
comply with this action. However, if the House of 
Delegates were to change its policy in favor of 
compulsory coverage, I would personally feel that 
we physicians were selling our birthright for a mess 
of pottage.” 

I cite my answer merely to show that the A. M. A. 
is a federation, and as such its policies are estab- 
lished by the elected delegates representing the 
state associations comprising this federation. 

As I said recently in Philadelphia, I, for one, am 
not willing to accept even a little bit of socialism 
regardless of others who may be so inclined. I am 
opposed to the placement of expediency and the 
dollar sign ahead of principle. I prefer to keep our 
government headed toward the goal of as much 
freedom as possible, as little government interfer- 
ence as necessary, rather than take the easy clover- 
leaf turn leading to more government and the 
emasculation of individualism. 


Davin B. Attman, M.D., Atlantic City, N. J. 





J.A.M.A., Dec. 28, 1957 





2200 


SCENES FROM THE PHILADELPHIA MEETING 

















1. House of Delegates in session. 2. Board Chairman Hamilton introduces General Practitioner of the Year, Dr. 
Cecil W. Clark. 3. President Allman warns of Forand bill. 4. News conference on juvenile delinquency. 5. Head- 
quarters staff with mountains of paperwork for delegates. 6. Student A. M. A. officers as House guests. 7. Dr. Clark 
flanked by award winners of past years. 8. Dr. Hamilton reports on A. M. A. activities. 9. Presession conference of 


Council on Medical Service. 
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10. Twin coil artificial kidney in scientific exhibit. 11. Setting up one of 120 displays in Convention Hall. 12. 
Showing survey results at technical exposition. 13. Television panel on fees. 14. Navy citation for immediate past- 
president Murray. 15. Conventioneers accepting service of free phone call to anywhere in the United States. 16. 
Exhibit on history of medicine in Philadelphia, birthplace of A. M. A. 17. Dial signals for answers at technical ex- 
hibit. 18. Relay rack for scientific exhibit on behavioral analysis. 
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19, Showing artificial limb program in U. S. National Academy of Sciences. 20. Dr. Green hands check for 
$143,043 from California physicians to Dr. Bauer for AMEF. 21. Explaining behavior of rats in tranquiliza- 
tion exhibit. 22. Doctor and wife inspect one of technical exhibits. 23. Describing tape-recorded medical abstract 
service. 24. Miniature model of pharmaceutical plant. 25. Scientific exhibit on perinatal mortality pathology. 
26. Woman doctor from Arabia listens to exhibitor. 27. Technician runs protein test. 28. Doctor and wife look 
over products from a drug house. 
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MARCH OF MEDICINE TELEVISION 
PROGRAM JANUARY 23 


“MD International’ ‘is the title of the hour-long 
show to be presented at 10 p.m. EST, Jan. 23, over 
the NBC-TV network both in color and in black 
and white. This is part of a joint A. M. A. and 
Smith, Kline & French Laboratories project to in- 
form the public of activities in the health profes- 
sion for the promotion of better international un- 
derstanding. The telecast will report doctors’ activ- 
ities in surgery, orthopedics, ophthalmology, and 
general medicine in Korea, Hong Kong, Burma, 
Sarawak, Nepal, India, Lebanon, and Ethiopia. A 
special March of Medicine team traveled more than 
34,000 miles to film these doctors in their unofficial 
roles as America’s “medical diplomats.” Charles 
Malik, foreign minister of Lebanon, and Emperor 
Haile Selassie of Ethiopia will express their peo- 
ples’ gratitude for the American medical work 
being carried on in their countries. 


AMEF STATE CHAIRMEN TO MEET 
JANUARY 25-26 


The American Medical Education Foundation 
1958 fund-raising drive for the nation’s medical 
schools will be officially launched Jan. 25-26 at the 
seventh annual conference for state chairmen at the 
Drake Hotel, Chicago. A get-together dinner will be 
held Saturday evening, Jan. 25. Sunday sessions will 
be devoted to discussions of ideas for the further 
development of AMEF campaigns during the year. 
New work kits will be distributed to state chairmen 
along with samples of materials used by various 
state committees. The foundation will pay the ex- 
penses of one representative from each state, al- 
though any physicians interested in this project are 
welcome to attend. 


JOURNAL INDEX 


The index to volume 165 of THE JourNaL will 
appear in the Jan. 11, 1958, issue. Those who wish 
extra copies of the index may receive them, with- 
out charge, on request to the Order Department, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 


RURAL HEALTH CONFERENCE MARCH 6-8 


The 13th National Conference on Rural Health to 
be held March 6-8 at the Hotel Heidelberg, Jack- 
son, Miss., is sponsored by the A. M. A. Council on 
Rural Health, in cooperation with southern state 





medical associations and farm, educational, and 
allied organizations. The conference will open with 
greetings by the governor of Mississippi, the mayor 
of Jackson, the president of the Mississippi State 
Medical Association, a member of the A. M. A. 
Board of Trustees, and the chairman of the Coun- 
cil, 

Highlights on Thursday and Friday include a 
panel on nutrition, a skit depicting a family’s visit 
to the dentist, a visit to the doctor's office with 
emphasis on the physical examination, a panel on 
safety, a discussion of what the patient expects 
from his doctor, a panel on developments in health 
insurance plans, a report on Mississippi's physician 
training and placement service, and the annual 
banquet on Friday evening. 

On Saturday morning there will be presentations 
on (1) health improvement association in rural 
Illinois; (2) Oklahoma’s visiting nurses service; (3) 
a 4-H Club safety lifting program; (4) 4-H Club 
work in Nebraska, and (5) Ohio's preceptorship 
program; also a summary and message by Mrs. 
Charles W. Sewell of Otterbein, Ind., a member- 
at-large of the advisory committee to the Council. 


REGISTRATION AT THE CLINICAL 
MEETING, PHILADELPHIA, DEC. 3-6, 1957 
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MEDICINE AND THE LAW 








USE OF PATERNITY TESTS IN CRIMINAL 
PROCEEDINGS FOR NONSUPPORT 


The Supreme Judicial Court of Massachusetts 
has recently handed down an interesting decision 
relating to the use of expert testimony and the 
results of blood-grouping tests to establish non- 
paternity. Such tests have been referred to in the 
medical literature and used in extralegal situations 
for more than 20 years, Furthermore, since 1939 
some 10 states have enacted laws specifically per- 
mitting the admissibility in evidence of the results 
of such tests, in certain types of cases, when the 
definite exclusion of the putative father is estab- 
lished thereby. On June 4, 1957, the highest court 
of Massachusetts had occasion to construe the 
Massachusetts law, which was passed in 1954.’ 

The defendant in this case had been indicted for 
a failure to provide for the support of his wife and 
two minor children. He filed a motion for a blood 
test under the terms of the 1954 law which pro- 
vided that “In any proceeding to determine the 
question of paternity, the court, on motion of the 
defendant, shall order the mother, her child and 
the defendant to submit to one or more blood 
grouping tests, to be made by a duly qualified phy- 
sician or other duly qualified person, designated 
by the court, to determine whether or not the de- 
fendant can be excluded as being the father of the 
child. The results of such tests shall be admissible 
in evidence only in cases where definite exclusion 
of the defendant as such father has been estab- 
lished. If one of the parties refuses to comply with 
the order of the court relative to such tests, such 
fact shall be admissible in evidence in such pro- 
ceeding unless the court, for good cause, other- 
wise orders.” Apparently the issue presented had 
not previously been decided so the lower court 
presented the problem to the Supreme Judicial 
Court in the form of two specific questions: (1) 
whether the provisions of the statute are applicable 
to proceedings brought for nonsupport of minor 
children; and (2) whether the results of blood 
tests, which show an exclusion as defined in the 
statute, is admissible on the question of paternity 
in criminal proceedings brought for nonsupport 
of minor children born during wedlock. 

In answer to the first question, the court said 
that the defendant's indictment was not a “proceed- 
ing to determine the question of paternity.” To 
support this holding, the court noted that when 
the legislature was considering the enactment of a 
paternity test law it was given the choice of the 
present language, which is also found in the 


Pennsylvania law, or the language adopted in Ohio, 
which read, “Whenever it shall be relevant in a 
civil or criminal action or proceeding to determine 
the paternity of any person.” “It is significant, and 
persuasive of the correctness of our construction of 
the Statute,” said the court, “that in the statute, as 
enacted, the language of the Pennsylvania statute 
was adopted in preference to that of the Ohio code. 
This Pennsylvania statute has been construed in 
that Commonweath to be inapplicable in a pro- 
ceeding similar to that in the present case.” 

In answer to the second question, however, the 
court was not quite as technical; it held that apart 
from statutory authority, expert testimony of blood 
grouping tests showing the definite exclusion of 
the defendant as the father of a child, the support 
of whom is the object of an indictment or com- 
plaint, is admissible if otherwise competent. The 
court said that there is substantial authority to 
support the scientific reliability of blood grouping 
tests to prove biologically the impossibility of 
paternity. There is a presumption of legitimacy in 
the case of a child born in wedlock which can be 
overcome only by facts which prove beyond reason- 
able doubt that the husband could not have been 
the father. Proof of the impotency of the husband 
or no access to his wife is held to be sufficient. 
“Since like certainty of proof appears obtainable 
through the definite exclusion of the husband's 
paternity by the tests here under consideration,” 
said the court, “it follows that evidence derived 
from blood grouping tests would warrant a finding 
beyond a reasonable doubt that the defendant is 
not the father of either child named in the indict- 
ment and would be admissible.” 

Without discussing the court’s reasoning with 
respect to its answer to the first question, the im- 
portant point for our purposes in this case is that 
the court was convinced of the value and reliability 
of the blood grouping tests. Hereafter, in Mas- 
sachusetts at least, results of blood grouping tests 
to determine paternity may be introduced in a 
court proceeding in which the question of paternity 
must be decided, even though the purpose of the 
proceeding was not specifically to make such a 
determination. Furthermore, when the tests show 
definite exclusion the results will apparently be 
given conclusive effect because the court held that 
the evidence derived from such tests “would war- 
rant a finding beyond reasonable doubt.” 


References 
? Commonwealth v. Stappen, 143 NE (2) 221 (1957). 
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ARKANSAS 

Personal.—James S. Dinning, Ph.D., associate pro- 
fessor of biochemistry at the University of Arkansas 
School of Medicine, has been appointed assistant 
dean by Dr. F. Douglas Lawrason, dean and pro- 
vost for medical affairs. Dr. Dinning will be re- 
sponsible mainly for student activities at the 
school. 


Dedicate Stuttgart Memorial Hospital.—The city of 
Stuttgart recently dedicated the Stuttgart Memo- 
rial Hospital, a building with exterior walls of 
aluminum, a red granite front, terrazzo floors, and 
air-conditioning. The hospital has a capacity of 38 
beds, with facilities sufficient for expansion to 75 
beds. It has three operating rooms, two delivery 
rooms, three nurseries (one, a premature nursery ) 
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The recently dedicated Stuttgart Memorial Hospital, Stutt- 
gart, Ark. 


of 15 bassinets, laboratory and x-ray facilities, and 
a 25,000-watt emergency generator. The hospital 
cost $550,000, and is operated by the board of com- 
missioners of Stuttgart. Administrator of the hos- 
pital is Mr. Robert W. McCuistion, and the chief 
of staff is Dr. Sherod A. Drennen. 


University News.—The University of Arkansas has 
established a new information office at the Medical 
Center to cover activities of the Medical, Graduate, 
Industrial Extension and Research Centers, and the 
Graduate Institute of Technology—all located at 
Little Rock. William W. Hughes, formerly of the 
Arkansas Gazette and now assistant director of 
information for the University will be in charge of 
the new office. Suggested articles for the Medical 
Center News or any requests for information on 
Medical Center activities may be mailed to the 
Information Office, Room 1034. The Office also 





Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 





is publishing a weekly calendar of Medical Center 
events which will be mailed to physicians on 
request. 


CALIFORNIA 


Personal.—Dr. Malcolm H. Merrill, state director of 
public health and member of the Official Exchange 
Mission of the U. S. Public Health Service to the 
U. S. S. R., reported on the health facilities of the 
Soviet Union before the faculty of the Saint Louis 
University School of Medicine Nov. 18. He went to 
St. Louis to receive a special alumni award from 
the university in connection with Founders’ Day.—— 
Dr. John Dudley Keye, Beverly Hills, has given up 
his practice of internal medicine to accept appoint- 
ment as medical director of the State Department of 
Social Welfare, in which position he will be respon- 
sible for the delivery of medical care under Califor- 
nia’s new public assistance program. 


State Smog Survey.—A study of the effects of air 
pollution on the course of chronic respiratory dis- 
eases is being conducted by the State Depar*ment 
of Public Health. A 1956 statewide household sam- 
ple survey of 500 persons showed that chronic res- 
piratory conditions were suffered because of air 
pollution. A follow-up call on persons interviewed 
and their doctors has made it possible to obtain 
a medical history of respiratory symptoms. Periodic 
call-backs will be made on subjects under study 
to collect information on their health and on the 
incidence of acute episodes, visits to physicians, 
and days on which activities had to be limited or 
medication taken. The subjects will be grouped into 
geographic areas and the course of illness of those 
living in heavily polluted areas compared with 
those living in relatively smog-free areas. Inter- 
views will be made three times a year—for several 
years. 


CONNECTICUT 

Society News.—The following officers of the Con- 
necticut State Allergy Society were elected for 
1958: president, Dr. Joseph Weiner; vice-president, 
Dr. Maurice M. Hillman; and secretary-treasurer, 
Dr. Marvin Mogil, all of New Haven. 


ILLINOIS 

Lecture on Emotional Problems.—The fourth lec- 
ture in the eighth annual lecture series on Emo- 
tional Problems of Childhood will be held Jan. 8, 
at 8:00 p. m., at the North Shore Hospital, Win- 








netka when “Management of Problems of Social 
Adjustment and the Misbehaving Child” will be 
discussed by Dr. Harry M. Segenreich, clinical as- 
sistant professor of psychiatry, University of Illinois 
College of Medicine, Chicago. The Commission on 
Education of the American Academy of General 
Practice has approved these lectures for Category 
II credit. The J. B. Lippincott Company of Phila- 
delphia will publish the entire series as a book. 
All royalties that accrue have been assigned to the 
American Psychiatric Association. Physicians and 
allied professional personnel are invited. 


Chicago 

University News.—Dr. R. F. Whelan, professor of 
human physiology and pharmacology, University 
of Adelaide, Australia, presented “Peripheral Vas- 
cular Effects of 5-Hydroxytryptamine in Man and 
Their Antagonism by Lysergic Acid and Sodium 
Salicylate” Dec. 19 at The Chicago Medical School, 
sponsored by The Sigma Xi Club.——A total of 
$304,087.00 in new and continuing research grants 
has been received by the Chicago Medical School 
since the end of June, school officials have an- 
nounced. Of these grants, $77,712 have been 
received from the U. S. Public Health Service 
( National Institutes of Health). The grants include 
those for studies of heart and lung functions, heart 
pressure tracings, pollen studies, studies of the 
mechanism of acute pulmonary edema, and cancer 
studies. 


INDIANA 


Emeritus Rank for Six Faculty Members.—Indiana 
University has conferred emeritus rank on six long- 
time faculty members of the School of Medicine. 
Honored for service of more than a third of a cen- 
tury are: Dr. Frank Forry, professor of pathology; 
Dr. Carl Habich, professor of gynecology; Dr. John 
W. Hofmann, associate professor of gynecology; 
Dr. Bernard J. Larkin, professor of ophthalmology; 
Dr. Cecil L. Rudesill, clinical professor of medi- 
cine; and Dr. John R. Thrasher, assistant professor 
of dermatology and syphilology. Their counsel will 
still be sought in meeting problems of medical 
education. During the early days of teaching by 
Drs. Thrasher, Larkin, Rudesill and Habich the 
School of Medicine occupied the present building 
adjacent to the recently completed Long Hospital, 
in the the closing days of World War I. They were 
soon joined on the faculty by Drs. Hofmann and 
Forry, and in the succeeding years watched the 
rapid development of the University Medical Cen- 
ter. With the exception of Dr. Thrasher, who has 
retired from practice to his farm northwest of In- 
dianapolis, other new members of the emeritus 
group are still active. Dr. Forry spends several 
hours a week in his office in the pathology depart- 
ment, while Drs. Rudesill, Larkin, Habich and 
Hofmann maintain their private practices. 
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MINNESOTA 


Dr. Hewitt Appointed Visiting Professor.—Dr. 
Richard M. Hewitt, who has just retired after many 


. years as director of the Section on Publications at 


the Mayo Clinic, has been appointed Alfred P. 
Sloan Visiting Professor at the Menninger Founda- 
tion in Topeka, Kansas, where his address will be 
405 Frazier Street. 

Dr. Hewitt is the third appointee under a grant 
from the Alfred P. Sloan Foundation, the previous 
appointee having been Seward Hiltner, professor 
of pastoral theology at the University of Chicago. 
The purpose of these appointments, according to 
the Topeka Daily Capital “is to enrich the education 
of physicians studying in the Menninger School of 
Psychiatry.” 


MISSOURI 


University News.—Dr. Alexander Stuart Douglas, 
professor of medicine, department of medicine, 
Royal Infirmary, Glasgow, Scotland, visited the Uni- 
versity of Missouri Medical Center, Columbia, on 
Oct. 19 and held a clinic on coagulation problems. 


Dr. Vitale Receives Italian Award.—A charter mem- 
ber of the St. Louis Academy of General Practice, 
Dr. Nicholas S. Vitale, was presented with the 
Legion of Merit award of the Italian Republic, at 
the second annual charity ball and dinner of the 
St. Louis Chapter of UNICO Nationale, Oct. 12. 
The presentation, “in recognition of outstanding 
services,’ was made by Dr. Roberto De Cardona, 
Italian consul. UNICO Nationale is a nationwide 
service organization composed largely of American 
citizens of Italian origin whose objectives are to 
stimulate service to society, to encourage high 
ethical standards in business and the professions, 
and to interest each member in the public welfare 
of his community. 


NEBRASKA 

Dr. Richards Goes to Thailand.—Dr. Charles E. 
Richards, associate professor of internal medicine 
and director of dispensary clinics, University of 
Nebraska College of Medicine, Omaha, will soon 
depart for Chiengmai, Thailand, where he will 
help set up a medical school and serve as advisor 
on medical education. The average population- 
doctor ratio in Thailand is said to be 10,000:1 as 
compared to 800:1 in the United States. 

The Thai government has voted funds with which 
to set up another medical school. The new school 
in Chiengmai will be the third medical college in 
Thailand. 


NEW YORK 


Personal.—Dr. Arthur H. Knudson, professor emeri- 
tus of biochemistry at Albany Medical College, 
recently left for Bogor, Indonesia, where, for the 
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next two years, he will be with the University of 
Kentucky project as professor of biochemistry, aid- 
ing the agricultural and veterinary science program 
at the University of Indonesia. 


Treatment Unit for Mentally Ill Children.—A new 
unit for treatment of mentally ill girls aged 5-16 
was opened at Central Islip State Hospital Nov. 1. 
Like the unit for adolescent boys at the same insti- 
tution, the new treatment facility is part of the 
expanding state hospital program of special services 
for emotionally ill children. The unit will receive 
patients principally from Nassau and Suffolk coun- 
ties. Dr. Cyril J. C. Kennedy, assistant director 
(clinical) will direct the treatment program for the 
girls unit which is housed in a renovated separate 
building with its own occupational and recreational 
therapy units as well as four classrooms. Dr. Her- 
bert N. Kohn, supervising psychiatrist, is in charge 
of the unit. 


University News.—The University of Buffalo Schoo] 
of Medicine Harrington Lecture was presented by 
Tage Astrup, Ph.D., of the Biological Institute, 
Carlsberg Foundation, Copenhagen, Denmark, on 
fibrinolysis, Nov. 27. 


New York City 

Hospital News.—Dr. Harry D. Bruner, of the U. S. 
Atomic Energy Commission, Washington, D. C., 
will discuss “Problems in the Study of Internal 
Emitters,” Feb. 7, in the schedule of lectures of the 
division of neoplastic diseases, Montefiore Hospital. 


PENNSYLVANIA 

Centenarians During 1958.—For the eleventh con- 
secutive year, members of The Medical Society of 
the State of Pennsylvania who reach their one hun- 
dredth birthday during the year 1958, will receive a 
hand-lettered, framed testimonial. The Medical So- 
ciety has presented 330 such testimonials, 30 of them 
during 1957. The society is seeking names and dates 
of birth of those residents of Pennsylvania who will 
have a hundredth birthday during 1958, and infor- 
mation should be sent to The Medical Society of 
the State of Pennsylvania, 230 State Street, Harris- 
burg, Pa. 


New Editor of State Medical Journal.—Dr. Carl 
B. Lechner, of Erie, has been appointed medical 
editor of The Pennsylvania Medical Journal, the 
official publication of The Medical Society of the 
State of Pennsylvania, to succeed Dr. Walter F. 
Donaldson, of Pittsburgh, who died last June. The 
sixth editor in the 60-year history of the journal, 
Dr. Lechner is immediate past-president of the 
Erie County Medical Society, editor of its bulletin, 
The Stethescope, and has been since 1949, editor 
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of the bulletin of the Pennsylvania Radiological 
Society. He is a member of the American Board of 
Radiology, Cleveland Radiological Society, Radio- 
logical Society of North America, the American 
Roentgen Ray Society, the Inter-American College 
of Radiology, and the Pittsburgh Nuclear Medicine 
Society. 


Philadelphia 

Society News.—The Philadelphia Allergy Society 
has elected the following officers: Dr. Horace Pettit, 
president; Dr. Alexander M. Peters, vice-president; 
and Dr. Eugene A. Hildreth, secretary-treasurer. 


TENNESSEE 

Society News.—The Memphis Thoracic Society, an 
organization of Memphis and Western Tennessee 
Thoracic Surgeons, and Internists, has elected the 
following officers for 1958: Felix A. Hughes Jr., 
president; Otis $. Warr, vice-president; and Glenn 
E. Horton, secretary-treasurer. Physicians in this 
area interested are welcome to attend meetings. In- 
formation may be obtained from the Secretary, 
Memphis Thoracic Society, 4915 Mockingbird Lane, 
Memphis 17, Tenn. 


TEXAS 

Personal.—Dr. John V. Goode, clinical professor of 
surgery, University of Texas, Southwestern Branch, 
Dallas, served as the first visiting professor of sur- 
gery, Piedmont Hospital, Atlanta, Ga., during the 
week of Dec. 3. Formal talks were given on “Twen- 
ty Years Experience with Peptic Ulcerations of the 
Stomach and Duodenum,” “Surgery of the Aged,” 
“Carcinoma of the Breasts,” “Surgery of the Thy- 
roid,” and “Pitfalls in General Surgery.” 


Symposium on Cancer Research.—The 12th annual 
Symposium on Fundamental Cancer Research will 
be held March 6-8 at the University of Texas M. D. 
Anderson Hospital and Tumor Institute, Houston. 
About 34 papers are scheduled. The first day will 
be devoted to papers from the hospital staff. Main 
themes will be radiation biology and cancer, funda- 
mental radiobiology, and induction of neoplasia 
by radiation, with Warren K. Sinclair, Ph.D., Titus 
C. Evans, Ph.D., and Dr. Jacob Furth as chairmen, 
respectively. The Bertner Foundation lecture and 
award will be presented at 4 p. m., March 7. For 
information write the University of Texas M. D. 
Anderson Hospital and Tumor Institute, Houston 
25, Texas. 


WEST VIRGINIA 

Hospital News.—Captain Robert B. Brown, M.C., 
U. S. Navy, will be guest lecturer at a two-day 
surgical conference at the Man Memorial Hospital 
in Man, Jan. 9-10. His subject will be “Arterial 
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Grafts and Replacement Procedures.” Captain 
Brown is chief of surgery at the Naval Hospital in 
Bethesda, Md. 


GENERAL 


Grant Application Deadline.—The Orthopaedic Re- 
search and Education Foundation announces that 
the next deadline for applications for grants by the 
Foundation is Jan. 1. Applications received after 
that date will be deferred until June, 1958. Applica- 


tion blanks may be obtained from: Dr. Harold A. . 


Sofield, Secretary-Treasurer, Orthopaedic Research 
and Education Foundation, 116 S$. Michigan Ave., 
Chicago 3. 


Residencies in Medicine and Surgery Available.— 
Applications are invited for one year’s residency in 
medicine and surgery, beginning July 1, 1958, at 
St. Paul’s Hospital, Saskatoon, Saskatchewan, Can- 
ada. The departments are approved by The Royal 
College of Physicians and Surgeons of Canada, 
respectively. St. Paul’s Hospital is a teaching hos- 
pital of the University of Saskatchewan College of 
Medicine. Apply to Sister Y. Prevost, Superior/Ad- 
ministrator, St. Paul's Hospital, Saskatoon. 


Meeting on Surgery of the Hand.—The 13th annual 
meeting of the American Society for Surgery of the 
Hand will be held Jan. 31-Feb. 1 at the Waldorf- 
Astoria Hotel, New York City. A total of 20 papers 
are scheduled at both scientific sessions, including 
the following by Canadian speakers: “The Psycho- 
logic Impact of Serious Hand Injury,” by Dr. Gor- 
don H. Grant, Victoria, B. C., and “Congenital Ab- 
normalities of the Upper Extremities; Principles of 
Analysis and Reconstruction in 120 Cases,” by Dr. 
Martin A. Entin, Montreal, Que. Registration fee is 
$7; interns and residents in training will be ad- 
mitted free. All members of the medical profession 
are welcome. For information write Dr. George S. 
Phalen, Secretary-Treasurer, American Society for 
Surgery of the Hand, 2020 E. 93rd St., Cleveland 6. 


Grant for Continuing Education Program.—A $100,- 
000 grant has been issued to Saint Louis University 
and the Catholic Hospital Association of the United 
States and Canada by the W. K. Kellogg Founda- 
tion, of Battle Creek, Mich. The five-year grant 
will be used for projection of the association’s de- 
partment of continuing education through the 
medium of formal classes for hospital department 
heads and supervisory personnel. Funds will be ad- 
ministered by the departments of hospital admin- 
istration of the university and the association. The 
program of continuing education was inaugurated 
by the association in September. Classes are sched- 
uled to include all hospital areas, professional and 
service, and are designed to present new develop- 
ments and techniques. 
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Since its inception in 1930, the Kellogg Founda- 
tion has assisted programs of health education for 
professional and lay people in the U. S., Canada, 
Latin America, and Europe. In 1945, the foundation 
began to assist universities in the Western Hemi- 
sphere to establish graduate programs for prepara- 
tion of hospital administrators. 


Graduate Medical Assembly in New Orleans.—The 
25th annual meeting of the New Orleans Graduate 
Medical Assembly will be held March 3-6 with 
headquarters at the Roosevelt Hotel, New Orleans. 
The program includes papers presented by the fol- 
lowing guest speakers: Drs. Carleton B. Chapman, 
Dallas, Texas; Herbert Rattner, Chicago; Charles A. 
Flood, New York City; Robert A. Davison, Mem- 
phis; Lawrence M. Randall, Rochester, Minn.; 
Bayard T. Horton, Rochester, Minn.; Perrin H. 
Long, Brooklyn; George N. Raines, Washington, 
D. C.; Robert H. Barter, Washington, D. C.; Ralph 
O. Rychener, Memphis; Charles Leslie Mitchell, 
Detroit; Frank D. Lathrop, Boston; Arthur H. 
Wells, Duluth, Minn.; James M. Baty, Brookline, 
Mass.; Harold O. Peterson, St. Paul, Minn.; Jere W. 
Lord Jr., New York City; Claude E. Welch, Boston; 
and Ormond S. Culp, Rochester, Minn. Symposi- 
ums, ’ clinicopathologic conferences, and medical 
motion pictures are planned. The assembly is ap- 
proved for category I credit by the American Acad- 
emy of General Practice. Registration “fee is $20. 
A postclinical tour to Mexico City, Cuernavaca, 
Taxco, Acapulco, and Xochimilco is arranged. For 
information write the New Orleans Graduate Med- 
ical Assembly, 1430 Tulane Ave., New Orleans 12, 
La. 


Medical Missionary Positions Available.—The Board 
of Missions of the Methodist Church has announced 
a need for doctors in its mission fields in 10 coun- 
tries overseas in 1958. The board, through its Office 
of Missionary Personnel (150 Fifth Ave., New 
York 11, N. Y.), is seeking to recruit 10 women and 
10 men. The openings cover a varied range of 
medical fields, including internal medicine, surgery, 
general practice, public health, gynecology, pathol- 
ogy, and radiology. The Methodist mission board 
now has 42 doctors at work in countries of Asia, 
Africa, North and South America; forty-three oth- 
ers are in various stages of training as missionary 
candidates. In 1958 doctors are being sought for 
work in the Belgian Congo, Mozambique, Southern 
Rhodesia, Angola, India, Pakistan, Korea, the Phil- 
ippines, Sarawak (Borneo), and Mexico. Require- 
ments are generally the same as for practice in the 
U. S.—college, medical school, internship, and resi- 
dency. Other requirements include a first-hand ex- 
perience of what Christianity is and does, age be- 
tween 23 and 35, and good physical and mental 
health. It is the general policy to appoint as mis- 
sionaries members of the Methodist Church, though 
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some exceptions are made. For information write 
the office of Missionary Personnel, 150 Fifth Ave., 
New York 11, N. Y. 


Award in Obstetrics and Gynecology.—The Ameri- 
can Association of Obstetricians and Gynecologists 
announces the availability of “The Foundation 
Prize,” an award consisting of $500. Eligible con- 
testants include only (a) interns, residents, or grad- 
uate students in obstetrics and gynecology, and 
(b) persons with an M.D. degree, or a scientific 
degree approved by the Prize Award Committee, 
who are actively practicing or teaching obstetrics, 
gynecology, or engaged in research in these fields. 
No fellow of the association or previous award 
winner shall be eligible. Manuscripts must be pre- 
sented under a nom de plume to the president 
of the foundation together with a sealed envelope 
bearing the nom de plume and containing a card 
with the contestant’s name and address. Manu- 
scripts must be limited to 5,000 words, must be 
typewritten and double-spaced with ample mar- 
gins. The successful thesis shall become the prop- 
erty of the association, but this provision will not 
interfere with publication of the communication. 
Three copies of all manuscripts and _ illustrations 
must be received by Dr. Jean Paul Pratt, Henry 
Ford Hospital, Detroit, Mich., president of the 
foundation, before April 1, 1958. The award will 
be made at the annual meeting of the association, 
when the successful contestant must appear in per- 
son to present his contribution as part of the pro- 
gram, in conformity with the rules of the associa- 
tion. Expenses incident to the presentation are met 
by the contestant. For information write Dr. E. 
Stewart Taylor, University of Colorado School of 
Medicine, 4200 E. Ninth Ave., Denver, Colo. 


EXAMINATIONS 
AND 
LICENSURE 


ete 


MEDICAL SPECIALTY BOARDS 


AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 


AMERICAN BoarpD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. New Orleans, Feb. 4-7; Philadelphia, April 
23-26; San Francisco, June 18-21; Chicago, Oct. 13-16. 
Sec.-Treas., Dr. William A. Werrell, One West Main St., 
Madison 3, Wis. 


AMERICAN Boarp OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 
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AMERICAN Boarp OF OssTETRICS AND GYNECOLOGY: Various 
locations in the United States and Canada. Part |. Jan. 2. 
Part II. Chicago, May 7-17. Final date for filing appli- 
cation was September 1. Sec., Dr. Robert L. Faulkner, 


2105 Adelbert Road, Cleveland 6. 


AMERICAN BoarRD OF OPHTHALMOLOGY: Written. January 
1958. Final date for filing application was July 1. Sec., 
Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 


AMERICAN Boarp OF OntHoparepic Surncery: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Part Il 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. 
Banks, 116 South Michigan Avenue, Chicago 3. 


AMERICAN Boarp OF OroLarnyNGoLocy: Oral. Chicago, Oct 
6-9. Final date for filing application is March. Sec., Dr 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp OF PatHOoLocy: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr 
Edward B. Smith, Indiana University Medical Center, 
1042-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boarp oF Peviatrics: Oral. Memphis, March 21- 
23; Atlantic City, May 3-5; Cincinnati, June 13-15; 
Chicago, Oct. 24-26 and New York, Dec. 5-7. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application is Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 


AMERICAN Boarp OF PLastic SurcERY: Oral and Written 
Galveston, Texas, May 18-20. Corresponding Secretary, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Aviation Medi- 
cine, Washington, D. C., March 20-22. Final date for 
filing application is December 30. Occupational Medicine, 
April 18-20. Final date for filing application is Jan. 30. 
Public Health on a Regional Basis, April. Final date for 
filing application is Jan. 30. Sec., Dr. Tom F. Whayne, 
3438 Walnut St., Philadelphia 4. 

AMERICAN Boarp OF Procro.tocy: Oral and Written, Parts 
1 and II. September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyYCHIATRY AND Nevuro.ocy: Oral 
San Francisco, March 17-18. Final date for filing applica- 
tion is Dec. 17. Sec., Dr. David A. Boyd, Jr., 102-110 2nd 
Ave., S. W., Rochester, Minn. 


AMERICAN Boarp OF RapioLocy: Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera- 
peutic Radiology, Chicago, May 17. Deadline for filing 
application is Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application is 
Jan. 1. Regular Examination in Radiology. Washington, 
D. C., Dec. 8-12. Final date for filing application is July 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bidg., Rochester, 
Minn. 


AMERICAN Boarp oF SurcerRyY: Part II. Cincinnati, Dec. 16- 
17; New Orleans, Jan. 13-14; Durham, N. Car., Feb. 10- 
11; Baltimore, March 10-11. Sec., Dr. John B. Flick, 225 
So. 15th St., Philadelphia 2. 


BoarRD OF THORACIC SuRGERY: Written. Various centers 
throughout the country, February 1958. Final date for 
filing application is December 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Avenue, Detroit 2, Mich. 

AMERICAN BoarRD OF UroLocy: Written examination. Vari- 
ous cities throughout the country. Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 
Minneapolis 16. 
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GOVERNMENT SERVICES 





ATOMIC ENERGY COMMISSION 


Dr. Dunham Receives Award.—At its second annual 
awards ceremony in Washington, D. C., Dec. 12, 
the Atomic Energy Commission gave its Distin- 
guished Service award to Dr. Charles L. Dunham, 
director of the division of biology and medicine. 
The citation presented to Dr. Dunham points to 
his “distinguished service to the Atomic Energy 
Commission and to the Nation through his leader- 
ship in managing the complex health and life- 
science research activities of the atomic energy 
program. The results of those activities,” the cita- 
tion continues, “have made possible the rapid 
expansion of private participation in the atomic 
energy program; the expansion of knowledge of 
the effects of radiation on man and his environ- 
ment; the continued encouragement of talented 
scientists to seek careers in the field of atomic 
energy, and the enhancement of the prestige abroad 
of the role of the United States in the development 
of peaceful applications of atomic energy.” 


NAVY 


First Nuclear Reactor in a Hospital.—_The Navy 
medical department announces that “the first nu- 
clear reactor ever to be installed in a hospital solely 
for medical use” was dedicated at the U. S. Naval 
Hospital, Bethesda, Md., on Nov. 15, 1957. 

The Honorable Sterling Cole, Member of Con- 
gress and Director General, International Atomic 
Energy Agency, the guest speaker at the dedication, 
said that the reactor was the forerunner of hun- 
dreds of similar devices that some day would be 
used in hospitals throughout the world to relieve 
human suffering. Mr. Dan Kimball, former secre- 
tary of the Navy and now president of the Aerojet- 
General Nucleonics Laboratories, San Ramon, 
Calif., manufacturers of the reactor, said that to 
date his company had manufactured nine low- 
power reactors. This reactor, Mr. Kimball added, 
was modified on the suggestion of the reactor com- 
mittee of the medical center to meet the Navy 
medical department needs and was the first spe- 
cifically modified for medical use only. 

The surgeon general, Rear Adm. Bartholomew 
Hogan, said this Navy isotope laboratory had been 
obtaining its radioactive material elsewhere and 
because of the distance and time involved in trans- 
portation, radioactive materials with short half-life 
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had not been utilized. Now short half-life radio- 
active material will be available for use in clinical 
research and study. Admiral Hogan continued: 


This reactor will give to the clinical services of the hos- 
pital a new method of determination of electrolyte concen- 
tration. This method is known as neutron activation analysis, 
and is the analysis of tissues and body fluids after irradiation 
in the reactor. This type of testing will supplement and re- 
place many of the present laboratory procedures such as the 
determination of the concentration of sodium, potassium, 
chlorides and other elements in the blood. In addition, this 
method of tissue analysis will open new vistas and oppor- 
tunities for the study of disease processes, and their effects 
upon the structure of the human body. These benefits to 
medical science will be shared with the medical departments 
of the other military forces and our civilian medical friends. 


The Atomic Energy Commission, on Sept. 13, 
1957, granted the U. S. Naval Hospital a license to 
acquire, possess, and operate a nuclear reactor. The 
license is to expire 20 years from date of issuance. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Oreon K. Timm, manager, VA 
Hospital, Danville, Ill., has been appointed area 
medical director in the VA area medical office, St. 
Paul, to succeed Dr. Einar C. Andreassen, who is 
retiring. The area medical director in the St. Paul 
office supervises VA medical programs in Illinois, 
Iowa, Minnesota, Montana, Nebraska, North Da- 
kota, South Dakota, Wisconsin, Wyoming, and the 
upper peninsula of Michigan. Dr. Timm is a diplo- 
mate of the American Board of Psychiatry and 
Neurology. 


PUBLIC HEALTH SERVICE 


Research Grants in Four Months.—The National 
Institutes of Health, in Bethesda, Md., awarded 
research grants totaling $46,031,816 during the first 
four months of the current fiscal year. Of the 3,325 
grants, 1,085 totaling $15,631,011 were awarded for 
new projects. The remaining grants represent con- 
tinuations or supplements. The grants support re- 
search in 478 institutions—medical schools, uni- 
versities, hospitals, and other research centers—in 
48 states, the District of Columbia, 2 territories, 
and 18 foreign countries. 


Personal.—Senior surgeon (R) Dominick J. Laco- 
vara, chief, psychiatric service, U. S. Penitentiary, 
Lewisburg, Pa., has been assigned to the Federal 
Correctional Institution, Ashland, Ky., as chief med- 
ical officer and chief, Psychiatric Program for Fed- 
eral Juvenile Cases, for patients, aged 17 to 21, in 
area east of the Mississippi. 
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DEATHS 
— 


Collins, Harry Otis ® Quincy, Ill.; Keokuk (Ia.) 
Medical College, 1897; for many years county 
health officer; served as city health officer; member 
of the American Public Health Association; asso- 
ciated with the Blessing Hospital and St. Mary’s 
Hospital, where he died Oct. 10, aged 84, of cere- 
bral hemorrhage, complicating a fractured hip re- 
ceived in a fall. 


Corley, Franklin Love ® Atlanta, Ga.; Emory Uni- 
versity School of Medicine, Atlanta, 1915; for many 
years examining physician for the Metropolitan 
Life Insurance Company; associated with Grady 
Hospital and Crawford W. Long Memorial Hos- 
pital, where he died Oct. 7, aged 77, of leukemia. 


Correll, Sidney Robert, Dayton, Ohio; Boston Uni- 
versity School of Medicine, 1953; certified by the 
National Board of Medical Examiners; interned at 
Wayne County General Hospital and Infirmary in 
Eloise, Mich.; served a residency at the Veterans 
Administration Center; medical missionary; died 
in Kenieba, French Sudan, French West Africa, 
Oct. 15, aged 31, as the result of a fire from ex- 
ploding gasoline. 


Cunningham, Joseph Alexander, Chicago; Chicago 
Medical School, 1918; for many years inspector for 
the board of health; died Nov. 2, aged 76, of cere- 


bral vascular hemorrhage and hypertension. 


Cutler, John Calvin ® Newport News, Va.; North- 
western University Medical School, Chicago, 1899; 
died July 6, aged 89, of senility. 


D’Angelo, Benedetto Francis, Franklin Square, 
N. Y.; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 
1914; member of the Medical Society of the State 
of New York; served on the staff of the Columbus 
Hospital in New York City; died Sept. 11, aged 70, 
of multiple myeloma and plasmacytoma. 


Davis, George Monroe, Bixby, Okla.; University of 
Louisville (Ky.) Medical Department, 1909; an as- 
sociate member of the American Medical Associa- 
tion; veteran of the Spanish-American War; for 
many years member of the board of education; 
died in St. John’s Hospital, Tulsa, Oct. 7, aged 78, 
of chronic myelogenous leukemia. 





@ Indicates Member of the American Medical Association. 





Defnet, Harry John, Escanaba, Mich.; Detroit Col- 
lege of Medicine and Surgery, 1916; veteran of 
World War I; died in St. Francis Hospital Oct. 1, 
aged 67. 


Dewis, John William ® Boston; Harvard Medical 
School, Boston, 1894; fellow of the American Col- 
lege of Physicians; consulting cardiologist, John 
Hancock Mutual Life Insurance Company; served 
with the Massachusetts State Guard during World 
War I; associated with Carney, St. Elizabeth's, and 
Massachusetts General hospitals; died Oct. 1, aged 
91, of cancer. 


Dietel, Frederick William ® Churchville, N. Y.; 
Tufts College Medical School, Boston, 1924; mem- 
ber of the American Academy of General Practice; 
associated with the Rochester (N. Y.) General Hos- 
pital, where he died Oct. 12, aged 57, of pneumonia. 


Dorr, Henry Bryan ® Goldsboro, N. C.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1909; formerly medical superintendent 
of the Dr. E. C. Hazard Hospital in Long Branch, 
N. J.; veteran of World War I; died in St. Peters- 
burg, Fla., Oct. 6, aged 73, of acute myocardial 
infarction. 


Egan, James Henry ® Tacoma, Wash.; Creighton 
University School of Medicine, Omaha, 1916; vet- 
eran of World War |; formerly county health of- 
ficer, and for many years a physician for the state 
athletic commission; served as a member of the 
state board of health; associated with St. Joseph's, 
Doctors, and Tacoma General hospitals; died Oct. 
15, aged 63, of coronary thrombosis. 


Ehinger, Wilbur Roland, Ebenezer, N. Y.; Univer- 
sity of Buffalo School of Medicine, 1920; member 
of the Medical Society of the State of New York; 
for many years town health officer; associated with 
Our Lady of Victory Hospital and the Mercy Hos- 
pital in Buffalo, where he died Oct. 6, aged 58, of 
pneumonia. 


Ehlert, Edwin Henry, Mayville, Wis.; Rush Med- 
ical College, Chicago, 1899; died in Minneapolis 
Sept. 11, aged 80. 


England, Albert Charles ® Pittsfield, Mass.; Har- 
vard Medical School, Boston, 1903; for 25 years 
medical examiner for the Berkshire District; asso- 
ciated with the Pittsfield General Hospital; died 
Oct. 14, aged 79, of coronary thrombosis. 
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Erwin, Harlan Lamar ® Dalton, Ga.; University of 
Maryland School of Medicine, Baltimore, 1904; 
chairman of the county health board; associated 
with Hamilton Memorial Hospital, where he died 
Oct. 16, aged 81, of coronary thrombosis. 


Eskridge, Frank Lewis ® Atlanta, Ga.; International 
Medical Missionary College and Training School 
for Nurses, Atlanta, 1907; Georgia College of 


Eclectic Medicine and Surgery, Atlanta, 1908; also — 


a lawyer; formerly on the faculty of Emory Uni- 
versity School of Medicine; associated with Craw- 
ford W. Long Memorial Hospital; died Oct. 9, 
aged 71, of heart disease. 


Fainer, Emanuel Montague, Los Angeles; Chicago 
Medical School, 1917; specialist certified by the 
American Board of Dermatology and Syphilology; 
an associate member of the American Medical As- 
sociation; for many years on the staff of the city 
health department; died Oct. 12, aged 67. 


Farmer, Frank Albert ® Roanoke, Va.; Medical Col- 
lege of Virginia, Richmond, 1916; member of the 
American Academy of General Practice; served as 
vice-president of the Medical Society of Virginia; 
past-president of the Southwestern Virginia Med- 
ical Society; veteran of World War I; associ- 
ated with Shenandoah and Roanoke Memorial hos- 
pitals; died Oct. 9, aged 66, probably of coronary 
sclerosis. 


Floreth, Otto Philip ® Dixon, Calif.; St. Louis Uni- 
versity School of Medicine, 1913; on the courtesy 
staff of the Woodland (Calif.) Clinic Hospital, 
where he died Oct. 10, aged 75, of cancer. 


Fox, Gilbert Graham ® Coral Gables, Fla.; Univer- 
sity of Louisville (Ky.) Medical Department, 1909; 


member of the Medical Society of the State of ° 


Pennsylvania; for many years practiced in Newell, 
Pa.; served on the staff of the McKeesport (Pa.) 
Hospital; died Oct. 8, aged 72, of infarction of the 
myocardium. 


Friedrich, Louis M., Hobart, Ind.; Kentucky School 
of Medicine, Louisville, 1902; member of the In- 
diana State Medical Association; served as health 
officer and deputy coroner; for many years on the 
staff of the Methodist Hospital in Gary; died in the 
Porter Memorial Hospital, Valparaiso, Oct. 10, 
aged 83, of cerebral hemorrhage, arteriosclerosis, 
and bronchopneumonia. 


Gackenheimer, Charles Darwin ® Jamaica, N. Y.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1926; fellow of the Amer- 
ican College of Surgeons; veteran of World War II; 


J.A.M.A., Dec. 28, 1957 


associated with Queens General and Jamaica hos- 
pitals; died Sept. 18, aged 54, of coronary throm- 
bosis. 


Gordon, Elisha Smoot ® Dallas, Texas; Southwest- 
ern University Medical College, Dallas, 1906; also 
a graduate in pharmacy; associated with the Dallas 
Medical and Surgical Clinic-Hospital; died Oct. 4, 
aged 79. 


Gowen, Thomas Francis ® Commander, U. S. Navy, 
retired, Costa Mesa, Calif.; Temple University 
School of Medicine, Philadelphia, 1929; served 
during World War II; transferred to the regular 
Navy in 1948 and retired in June 1951; member of 
the American Academy of Ophthalmology and Oto- 
laryngology; associated with the Orange County 
General Hospital and St. Joseph’s Hospital in 
Orange; died Oct. 19, aged 52, of coronary disease. 


Gummess, Karl Chester ® Los Angeles; College of 
Physicians and Surgeons, Los Angeles, 1916; served 
as a member of the state board of medical ex- 
aminers; associated with California Lutheran, 
Cedar of Lebanon, and Queen of Angels hospitals; 
died Oct. 17, aged 68, of cardiac failure and myo- 
cardial fibrosis. 


Hanford, Peter Oliver ® Broadmoor, Colo.; Den- 
ver College of Medicine, 1898; fellow of the Amer- 
ican College of Surgeons; formerly health commis- 
sioner of Colorado Springs, where he was chief of 
staff emeritus at Memorial Hospital and where he 
died Oct. 4, aged 85, of arteriosclerotic heart 
disease. 


Hasting, William Edward, Mount Vernon, Ind.; 
Washington University School of Medicine, St. 
Louis, 1897; died in Encino, Calif., Sept. 13, aged 
90, of heart disease. 


Hoeven, Edward Benjamin © Ottumwa, Iowa; 
Western Reserve University School of Medicine, 
Cleveland, 1920; secretary of the Wapello County 
Medical Society; served as secretary-treasurer of 
the Des Moines Valley Medical Society; veteran 
of World War I; died in the Methodist Hospital, 
Houston, Texas, Oct. 6, aged 64, of aneurysm of 
the aortic arch. 


Hooker, Rufus Walker, Los Angeles; Memphis 
(Tenn.) Hospital Medical College, 1904; at one 
time a medical missionary in Mexico; died Oct. 12, 
aged 82, of carcinoma of the prostate. 


Inge, James Tunstall ® Mobile, Ala.; University of 
the City of New York Medical Department, New 
York City, 1894; served as a member of the board 
of health of Mobile County; died Sept. 30, aged 84, 
of heart disease and subacute nephritis. 








Iwiansky, Nathan ® New York City; Albertus- 
Universitat Medizinische Fakultit, K6nigsberg, 
Prussia, Germany, 1918; died in the Montefiore 
Hospital Oct. 9, aged 66, of pulmonary emboli, 
hypertensive cardiovascular disease, cerebral throm- 
bosis, and benign prostatic hypertrophy. 


Kolouch, Frederick George ® Schuyler, Neb.; 
Creighton University School of Medicine, Omaha, 
1912; fellow of the American College of Surgeons; 
veteran of World War I; served on the staff of the 
Memorial Hospital; director of the Farmers and 
Merchants Bank; died Oct. 10, aged 70, of cerebral 
hemorrhage. 


Laird, James Alexander ® Chicago; Rush Medical 
College, Chicago, 1930; veteran of World War |; 
died in the Chicago Wesley Memorial Hospital 
Oct. 31, aged 70, of mitral stenosis and rheumatic 
fever. 


McBride, James Thomas ® Des Moines, lowa; Col- 
lege of Medicine and Surgery (Physio-Medical) 
Chicago, 1907; veteran of World War I; formerly 
associated with Veterans Administration Hospital, 
where he died Oct. 6, aged 86, of bronchopneu- 
monia, arteriosclerosis, and cerebral hemorrhage. 


Marsh, Ina Alexandria, Buffalo; University of Buf- 
falo School of Medicine, 1930; assistant clinical 
professor of neurology at her alma mater; specialist 
certified by the American Board of Psychiatry and 
Neurology; associated with Edward J. Meyer Me- 
morial Hospital and the Buffalo General Hospital, 
where she died Oct. 20, aged 54, of cancer of the 
breast. 


Martinson, Martin M., Orlando, Fla.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; died 
Oct. 3, aged 85, of cardiovascular accident and 
arteriosclerosis. 


Mason, Stella M. ® Mason City, lowa; the Hahne- 
mann Medical College and Hospital, Chicago, 
1893; died Oct. 2, aged 96. 


Murphy, Lyman Clements ® Wichita, Kan.; St. 
Louis University School of Medicine, 1921; spe- 
cialist certified by the American Board of Pa- 
thology; member of the College of American 
Pathologists; consultant, Community Hospital, Be- 
loit; died Oct. 4, aged 75, of coronary disease. 


Patten, Elmer Eugene, Oakland, Calif.; University 
of Southern California College of Medicine, Los 
Angeles, 1906; also a graduate in pharmacy; first 
health officer of Van Nuys; died in Peralta Hospital 
Sept. 14, aged 87, of cerebral vascular accident. 





Vol. 165, No. 17 DEATHS 2213 


Peters, Augustus W. ® St. Louis; Washington Uni- 
versity School of Medicine, St. Louis, 1906; for 
many years on the staff of St. Anthony's Hospital, 
where he died Oct. 16, aged 76, of ruptured peptic 
ulcer. 


Pharr, Lucius P. ® Jacksonville Beach, Fla.; Atianta 
Medical College, 1897; formerly practiced in Au- 
burn, Ga.; died in Jacksonville Oct. 14, aged 81, of 
coronary thrombosis and arteriosclerosis. 


Porter, Richard Carney ® Lancaster, N. Y.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1938; served on the faculty of the University of 
Buffalo School of Medicine and the University of 
Louisville (Ky.) School of Medicine; at one time 
associated with the Louisville (Ky.) General Hos- 
pital and the Edward J. Meyer Memorial Hospi- 
tal in Buffalo; died while on a hunting trip 
in the Yukon Sept. 19, aged 44, of coronary throm- 
bosis. 


Prager, Leo, Los Angeles; St. Louis College of 
Physicians and Surgeons, 1921; died Oct. 10, 
aged 66. 


Prentiss, Daniel Webster * Washington, D. C.; 
Columbian University Medical Department, Wash- 
ington, 1899; fellow of the American College of 
Surgeons; formerly on the faculty of George Wash- 
ington University School of Medicine; veteran of 
World War I; served on the staffs of Central Dis- 
pensary and Emergency Hospital and Eastern 
Dispensary and Casualty Hospital; died in the Gar- 
field Memorial Hospital Oct. 20, aged 83. 


Purdy, John W. ® Alpena, Mich.; Saginaw Valley 
Medical College, Saginaw, 1902; on the staff of the 
Alpena General Hospital, where he died Oct. 4, 
aged 79, of angina pectoris. 


Ratigan, Carl St. Clair ® Dearborn, Mich.; Detroit 
College of Medicine and Surgery, 1919; first chief 
of staff and member of the surgical staff at Oak- 
wood Hospital; associated with Mount Carmel 


Mercy and Providence hospitals in Detroit; died 
Sept. 23, aged 63. 


Replogle, Edward Garrie, Los Angeles; Indiana 
University School of Medicine, Indianapolis, 1908; 
died in the Veterans Administration Hospital, West 
Los Angeles, Sept. 14, aged 73, of acute necrotizing 
pyelonephritis and prostatic hypertrophy. 


Resek, Felix ® Kew Gardens, N. Y.; Deutsche Uni- 
versitat Medizinische Fakultaét, Prague, Czecho- 
slovakia, 1920; died in the Kew Gardens General 
Hospital Oct. 13, aged 64, of acute myocardial in- 
farction and diabetes mellitus. 
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BRAZIL 


Ovarian Mesenchymomas.—Dr. Carlos A. Salvatore 


reports that, (An. brasil ginec. 43:249, 1957), in a - 


study of 38 granulosa-cell tumors and theca-lutein- 
cell tumors, he found that 22 were pure granulosa- 
cell tumors, 8 pure thecomas, and 8 combined tu- 
mors, of which 4 were predominantly granulosa-cell 
tumors and 4 predominantly thecomas. Of the 22 
pure granulosa-cell tumors, only 3 were composed of 
a single type of cell. The rest contained a mixture 
of two or more patterns. Three of the patients 
with thecomas showed strong proliferation of fib- 
rous tissue, of which one showed a real combina- 
tion of thecoma and fibroma. In the series, seven 
patients showed characteristic lutein changes. The 
author concluded that there is as yet no convinc- 
ing proof that these tumors originate from differen- 
tiated or undifferentiated cytological elements. Ex- 
amination of the endometria of 14 patients showed 
that 8 had granulosa-cell tumors. Of these, five had 
cystic glandular hyperplasia, and three had ade- 
nocarcinoma. Endometrial hyperplasia was found in 
three thecomas and in three combined tumors. 


Lung Cancer.—No pulmonary tumor has aroused as 
much interest as the so-called alveolar carcinoma. 
The profusion of the synonyms for this tumor 
(bronchiolar carcinoma, alveolar carcinoma, ade- 
nomatosis, diffuse epithelial hyperplasia, diffuse pul- 
monary carcinoma, multiple primary carcinoma, 
and gelatinous papilliferous adenocarcinoma ) indi- 
cates the amount of confusion about its origin. A. 
Figueiredo and H. Torloni (Revista paulista de 
medicina, vol. 51, 1957) studied four cases and con- 
cluded that the so-called alveolar carcinoma is defi- 
nitely bronchiolar. They do not believe in the exist- 
ence of an alveolar epithelium. On the other hand, 
they have often verified the invasion of the alveolar 
spaces by bronchiolar epithelium. In three of their 
four patients with bronchiolar carcinoma, they eas- 
ily identified bronchiolar neoplastic foci. They as- 
sert that bronchiolar carcinoma has certain clinical 
and radiologie aspects which, though not typical, 
are highly suggestive of this neoplasia and allow a 
fairly precise presumptive diagnosis. The gross and 
microscopic findings are almost pathognomonic. 
With the exception of exploratory thoracotomy, cy- 
tological examination of the sputum and the study of 
the bronchial washing are the most accurate diag- 
nostic procedures, giving a positive diagnosis in 
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80% of proved cases. The question of the unifocal 
or multifocal origin is still debated. Most observ- 
ers believe that bronchiolar carcinoma has a uni- 
focal origin, but the present authors state that the 
possibility of multiple primary foci cannot be ruled 
out. 


INDIA 


Pyrexial Therapy in the Nephrotic Syndrome.—M. N. 
Bhattacharya (Journal of the Association of Physi- 
cians of India, vol. 5, October, 1957) stated that 
occasional patients with the nephrotic syndrome 
showed relief of edema on recovery from an infec- 
tion. This led to the use of pyrexial therapy with 
measles, malaria, and typhoid vaccine. The diuretic 
effect has been attributed to the rise of temperature 
but the introduction of a foreign protein into the 
body may be a factor. The author tried to assess 
any correlation between the height of temperature, 
amount of foreign protein introduced, and the de- 
gree of diuretic response in nine patients. Eight of 
these were given typhoid vaccine intravenously in 
increasing dosage and the other one was given 
cow's milk intramuscularly; seven had diuresis with 
corresponding loss of weight. There was no rela- 
tionship between the height of temperature and the 
diuretic effect. The introduction of foreign protein 
was associated with a greater incidence of diuretic 
effect than the rise in temperature. Two consistent 
findings were observed during the therapy: lower- 
ing of blood cholesterol level and reduction of urin- 
ary albumin. The cause of the diuresis is unknown. 


NEW ZEALAND 


Evaluation of Medical Students.—At a meeting of 
the Otago Medical School Research Society in 
August, Dr. W. Ironside presented some results 
(abstracted, Proc. Univ. Otago M. School 35:9, 
1957) of the assessment of personality traits of 9 
female and 85 male medical students with 
the Minnesota Multiphasic Personality Inventory 
(MMPI). Significant differences were found on 
comparing mean scores for males and females. In 
their attitude to taking the test, the women were 
less defensive about the admission of psychological 
weaknesses than the men. The interest score of the 
men showed, as might be expected, a strong in- 
terest in the opposite sex. Judging by MMPI 
norms this interest extends to the adoption of 
feminine values as distinct from the female merely 
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as a sexual object. In contrast the women were 
inhibited in their sexual interests. They were also 
inhibited in their social relationships whereas the 
men were satisfactorily engaged in the affairs of 
the student community. The men were more naive 
and more likely to develop conversion-like hysteri- 
cal symptoms under stress than the women. On 
the other hand, the women were more likely to 
have bizarre thoughts and irrational swings of 
mood. Each of seven students had scores of 70 and 
over in several of the personality inventory scales. 
Three of these students identified themselves, and 
further examination confirmed the implication of 
their test profiles that they had severe psychological 
difficulties. These preliminary psychometric investi- 
gations indicated that the medical course may 
impose a greater strain on the female student 
through a need for her to adopt the standards of 
a predominantly masculine group and to withdraw 
from the usual social outlets. The view cannot be 
excluded however, that female students represent 
a self-selected group because of a constellation of 
specific personality traits. 


Kidney Transplantation—At the same meeting 
R. M. Mitchell (abstracted, Proc. Univ. Otago M. 
School 35:11, 1957) reported the results of trans- 
planting a kidney to the iliac fossa in nine sheep 
with removal of the opposite kidney. Three fail- 
ures occurred due to renal vein thrombosis, arterial 
thrombosis, and ureteral leaking. Three permanent 
successes were achieved, the animals surviving six 
months, two years, and two and one-half years in 
good health until killed for examination. Following 
an initial period of urinary suppression in the first 
10 days, sheep with “iliac” grafts secreted normal 
volumes of urine of normal specific gravity and 
urea content. Sodium and potassium excretion were 
also normal. Indigo carmine excretion occurred in 
two and one-half to five minutes in good concentra- 
tions as observed by cystoscopy. These kidneys 
maintained the animals in good health with normal 
nonprotein nitrogen concentration except in the 
case of one animal whose nonprotein nitrogen level 
remained elevated and vas 65 mg. per 100 ml. at 
the time it was killed. Serum electrolyte levels re- 
mained normal in all animals. 

Macroscopically the successful “iliac” kidneys 
appeared normal but had drifted from the iliac 
fossa and were suspended by the vascular pedicle 
among loops of adherent small intestine. Micro- 
scopically their structure was normal but the fibrous 
capsule was greatly increased. There was urine 
secretion in three other cases, and the transplants 
were considered technically successful, but the 
urinary output of the grafted kidneys remained 
subnormal and all three animals died in uremia. 
These grafts had been ischemic for 100, 115, and 
120 minutes, respectively, whereas in the three 
successful cases the periods of ischemia were 80, 
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70, and 68 minutes. Subsequent experiments in 
eight sheep revealed that 90 minutes of ischemia in 
the sheep kidney leads to the development of 
intense focal tubular necrosis with oliguria. Six 
animals subjected to such periods of ischemia with 
immediate contralateral nephrectomy died in ure- 
mia within 14 days. In the two survivors the 
ischemic period had been one hour. The sheep 
kidney is thus much more sensitive to ischemia than 
that of the dog and resembles that of the rabbit. 
The period of ischemia was the most important 
factor in the successful establishment of abdominal 
kidney grafts. 


Kidney Ischemia and Local Cooling.—At the same 
meeting R. A. Mitchell and M. F. A. Woodruff 
(abstracted, Proc. Univ. Otago M. School 35:12, 
1957) reported on work done on total ischemia of 
the kidney. The starting point of this study was 
the finding that total inschemia of the sheep kidney 
for 90 minutes or more at body temperature is 
uniformly fatal. In a series of 20 animals the vessels 
of the left kidney were clamped for 2 hours and 
the kidney was cooled by means of a plastic bag 
irrigated with cold saline solution. The kidney was 
invaginated into the bottom of the bag and kept 
in position with a rubber band around the renal 
pedicle. The temperature of the bag was varied 
with use of a two-way input, with saline solution at 
room temperature and saline solution cooled in a 
refrigerator. The intra ‘nal temperature was re- 
corded at five-minute intervals with use of a 
thermocouple needle inserted deeply into the renal 
substance through the hilus. The right kidney was 
removed at the end of the experiment. The non- 
protein nitrogen and serum electrolyte concentra- 
tions were estimated after four weeks and the 
animals killed for examination of the kidney. In 
three animals intrarenal temperature above 25 C 
(average in each case 20, 26, and 25 C) proved 
ineffective, and the animals died in uremia. Of 
five animals in which the intrarenal temperature 
was held between 20 and 25 C one died and an- 
other, when killed after four weeks, had a non- 
protein nitrogen level of 162 mg. per 100 ml. Of 
eight animals with intrarenal temperature of 10 
to 20 C only one animal died. Postoperative urine 
collections in the survivors of this group showed 
some increase in urinary volume, but specific 
gravity and urea concentration remained within 
normal limits. Indigo carmine excretion, blood 
nonprotein nitrogen, and serum electrolyte levels 
were normal. 

Macroscopically the kidneys were normal, apart 
from fat necrosis in the perinephric capsule. The 
normal histological appearance contrasted with the 
extensive focal tubular necrosis seen with two 
hours of ischemia at body temperature. Tempera- 
tures below 10 C in four animals gave variable re- 
sults. Two animals died, the surface cooling 
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producing solidification of the renal cortex which 
resulted in peripheral renal infarcts, also shown in 
one of the survivors. Local cooling of the kidney to 
between 10 and 20 C thus appears to have no 
permanent harmful effect, and the tolerance to 
ischemia is thereby increased. 


Postoperative Potassium Versus Aldosterone.—At 
the same meeting J. G. Llaurado and M. F. A. 
Woodruff (abstracted, Proc. Univ. Otago M. School 
35:19, 1957) reported the results of further in- 
vestigations on the stimulus to postoperative tran- 
sient aldosteronism. The aim of this investigation 
was to determine whether there is a relationship 
between two metabolic phenomena both seen after 
operation: the rise in serum potassium level and 
the increase in aldosterone excretion; and to as- 
certain whether the rise in serum potassium level 
might act as a trigger mechanism to bring about 
increased production of aldosterone. This hypo- 
thesis was prompted by (1) aldosterone quasi- 
independence of pituitary control; (2) the fact 
that when normal subjects are fed diets rich in 
potassium an increased aldosterone excretion oc- 
curs; and (3) the fact that by drastic alteration of 
the sodium-potassium ratio of the perfusing fluid, 
change in the production of aldosterone by the 
adrenal cortex perfused in vitro can be produced. 
Seven patients subjected to various operations were 
catheterized immediately after operation, and all 
urine was collected after 6, 12, and 24 hours. At 
the same time bleod specimens were obtained. The 
results can be summarized as follows: Postopera- 
tive elevation in aldosterone excretion may occur 
at any stage in the first 24 hours. There is no cor- 
relation between the magnitude of the rise in 
potassium level and either the extent or the time 
of aldosterone excretion. It must therefore be 
concluded that the stimulus to postoperative tran- 
sient aldosteronism has to be found outside the 
pituitary-adrenocortical axis and _ outside the 
changes in serum electrolytes. The most likely 
hypothesis would seem to be that aldosterone over- 
production after surgical trauma is determined by 
a circulating tropic hormone elaborated by a 
diencephalic center in response to intracranial 
diminution of blood pressure or flow. 


Electrolyte Response After Adrenalectomy.—At the 
same meeting J. G. Llaurado and V. T. Pearse 
(abstracted, Proc. Univ. Otago M. School 35:21, 
1957) stated that the question whether the electro- 
lyte changes following total adrenalectomy are of 
an analogous nature and magnitude to those ob- 
served after any nonadrenal operation has been 
the subject of controversy. Thus while some work- 
ers had found certain differences, others have 
observed a striking analogy and used this finding 
as evidence against the leading role played by the 
adrenal cortex in the metabolic response to opera- 
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tion. The ideal approach in elucidating this question 
would be to subject patients to a first-stage adrenal- 
ectomy without any steroid replacement and later 
to a second-stage adrenalectomy without any 
steroid replacement and then to compare the meta- 
bolic changes observed in the same patient after 
each stage. While this procedure cannot be carried 
out on moral grounds, use has been made of 
previous experience on adrenalectomized patients, 
to institute at the time of the second adrenalectomy 
the minimal maintenance dosage of corticoids by 
mouth. This dosage is the daily amounts of corti- 
coids necessary to keep the patient free from symp- 
toms and to maintain a normal arterial blood 
pressure and a urine sodium-potassium ratio and a 
blood sugar level within the range of homeostasis 
(usually 0.2 or 0.3 mg. of fludrocortisone and 20 
to 40 mg. of cortisone). On the two days im- 
mediately following operation, however, this dose 
was increased, as it was thought that the corticoid 
requirements of the patient would be greater. 

Two women with disseminated cancer of the 
breast were subjected to a two-stage bilateral 
adrenalectomy. After preoperative clinical and bio- 
chemical assessment it was concluded that these 
patients had no adrenocortical metastases. For this 
reason it was considered safe not to administer 
any corticoid replacement after the first adrenalec- 
tomy. Frequent recordings of blood pressure, blood 
sugar level, and serum and urine electrolyte esti- 
mations indicated an uneventful postoperative 
period and the absence of any sign of adrenocorti- 
cal insufficiency. Indeed, there was a marked fall 
of the sodium-potassium ratio as a reflection of 
aldosterone overactivity. At the time of the second 
adrenalectomy, the dosage schedule was as indi- 
cated above. This second postoperative period was 
also uneventful. There was, however, an elevation 
of the sodium-potassium ratio and not a fall. The 
authors concluded that hyperactivity of the adrenal 
cortex in the form of aldosterone secretion is the 
principal factor responsible for the electrolyte 
changes present after surgical trauma. Previous 
contradictory results were due to excessive ad- 
ministration of cortisone, too early preoperative 
administration, or both. 


UNITED KINGDOM 


Toxic Effects of New Drugs.—Research with radio- 
active penicillin has pointed the way to chemical 
synthesis of new antibiotic drugs that would not 
be poisonous. The value of such a development is 
emphasized by reports of the dangerous side-effects 
of many new drugs. According to Dr. O. L. S. 
Scott (Practitoner, Oct., 1957) modern chemo- 
therapy is more complicated and dangerous than 
ever before, but the new drugs definitely offer 
more advantages than disadvantages to the patients. 
Antibiotics are too often prescribed indiscrimin- 
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ately. Many physicians seem to have forgotten that 
nature provides the first, and often the best, line of 
defense against infection. Unless physicians quickly 
adopt a more critical attitude, there is a real risk 
that antibiotics might prove more of a curse than 
a blessing. While chemical synthesis would prob- 
ably not be cheap enough to compete with the 
fermentation process of molds, it is hoped that the 
new forms will prove effective against micro- 
organisms now resistant to natural penicillin and 
against a wider variety of infections. They may also 
have less tendency to produce allergic reactions. 
Research workers using radioactive penicillin found 
that the drug acts by interfering with the formation 
of the protective wall needed by the bacterial cell. 
There are two or three biochemical structures in 
the wall that are unique to bacteria. Since they do 
not exist in animal tissues, it may be possible to 
develop chemical analogs to them that will be 
nontoxic to animals and man. These might be use- 
ful as new antibiotic-like drugs that can be 
synthesized. 

Dr. Scott described the tranquilizers as a mixed 
blessing. Chlorpromazine is widely used in mental 
hospitals, often with disastrous effects on the nurs- 
ing staff, as contact with it may produce a severe 
dermatitis. Nurses, pharmacists, patients, and work- 
ers in the pharmaceutical industry are most com- 
monly exposed. Contact dermatitis from penicillin 
and streptomycin is also common among physicians 
and nurses and is especially disabling to the com- 
munity when it occurs in family physicians and 
district nurses. 


Vitamin D in Dried Milk and Cod Liver Oil Re- 
duced.—The vitamin D content of dried milk is 
being reduced from a minimum of 280 I. U. per 
dry ounce to an average of 100, and of cod liver 
oil from 200 I. U. per Gm. to 100, after advice 
given recently in a report on welfare foods by a 
joint subcommittee of the central and Scottish 
standing medical advisory committees. The change 
was made because experts pointed out that an ex- 
cessive intake of vitamin D can cause various 
illnesses in young children. The manufacturers of 
proprietary dried milks and of infant cereals have 
also been asked to adopt the levels of fortification 
recommended for the welfare foods. The report 
warns mothers against the overdosage of children 
with proprietary preparations. Deliveries of na- 
tional dried milk containing the new levels of 
vitamin D started about the middle of October and 
of cod liver oil: a few weeks later. Local health 
authorities were asked, through their medical and 
nursing staff doing maternal and child welfare 
work, to advise mothers of young children about 
their vitamin D requirements. The committee 
recommended no change in the existing provision 
of vitamin A and D tablets for expectant and nurs- 
ing mothers. 
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Poliomyelitis—Dr. W. R. Russell (Practitioner, 
Oct., 1957) states that the poliomyelitis virus lives 
harmlessly in the alimentary canal in a substantial 
proportion of people. In temperate countries they 
are showing an increasing tendency to break 
through the various body barriers and to invade the 
central nervous system, where they have a re- 
markable affinity for one type of motor neuron. By 
the time the disease is recognized the virus is 
already in these neurons, and little can be done to 
influence the course of the virus-cell struggle. There 
is strong evidence that physical activity of any 
kind, intramuscular injections, and operations at 
this stage greatly reduce the neuron’s chances of 
survival. During the critical phase of the virus-cell 
struggle the fate of tens of thousands of motor 
neurons is decided within a period of perhaps a 
few hours, and, apart from the protective effect of 
motor inactivity, there is no known way of in- 
fluencing this struggle. 


Injured Boy Charged by Physician.—A physician 
who charged a boy cyclist about $1 for treating him 
after a road accident had his remuneration cut by 
$73. The physician was also ordered to repay the 
amount charged. The boy’s friends had had to pool 
their pennies to pay his $1 fee. In a written com- 
plaint to the Council, the boy said that after the 
physician had attended to his leg he told him the 
fee should be about $1.50 but he would charge only 
a dollar. When the boy said he had not enough 
money the physician suggested that his friends chip 
in. This left them with about 14 cents between the 
three of them. The physician gave no receipt. Re- 
plying to the complaint, he said he had asked for 
the money as a token payment toward the cost of 
bandages and dressing, that the boys had volun- 
teered the payment, and that he had made a tech- 
nical error in not giving a receipt. The investigating 
committee reported that, although the treatment 
given was correct, the physician's action in treating 
the boy privately was unreasonable. He had not 
discussed the possibility of National Health Service 
coverage with the boy and had breached his terms 
of service. 


Doctor Draft.—_At the inaugural session of the 
Westminster Medical School in October, Dean 
H. E. Harding drew attention to the plight of many 
young physicians when involuntary National Serv- 
ice ends in 1960. A medical manpower problem 
will also arise in the armed forces. It was known 
from experience in implementing the Medical Act 
of 1950, that for the first year after qualifying there 
were enough preregistration posts, but the post- 
registration posts of quality were also filled, and in 
fact they provide experience for a number of do- 
minion and colonial physicians at this level. The 
dean was therefore greatly concerned for the well 
over 1,000 young physicians who might have to be 
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resettled in a two-year period. Most of them on 
release will want to refresh their experience of 
civilian hospital practice before planning their ca- 
reers. They represent an enormous potential of 
medical skill, and the problems of their future 
employment can only be determined by national 
policy after careful inquiry. 


Social Services.—Sir Eric Harrison, High Commis- 


sioner for Australia, said that, while the improved ' 


standards of health throughout the world were a 
great boon to humanity, they also created problems 
of their own. The proportion of old people in the 
population is increasing, and this has led to greater 
political pressure for increased pensions and, if 
production is not increased, will inevitably lead to 
rising taxation. This pressure for bigger and better 
social services is one of the most pressing political 
problems of the century. When a community ex- 
pects to receive, from creation to cremation, assist- 
ance and protection from the government, that 
community should be prepared to accept the re- 
sponsibility of providing the assistance and protec- 
tion; but it does not. People seem to think that the 
government has an inexhaustible supply of free 
money and that, as a government, it can create 
wealth. They forget that is is not possible to take 
more out of a pint pot than one puts in. Inevitably 
in this age of party politics this leads to the welfare 
state. Governments tend, in line with public opin- 
ion, to provide more and more of the things people 
once provided for themselves. To supply such in- 
creased services, high taxation is imposed, and this 
limits personal savings for the future and brings 
increased demands. Thus a vicious cycle is created. 
This is where the bureaucrat takes over. Once the 
welfare state is established, one may expect gov- 
ernment by regulation, and then a complete break- 
down of the services that one was so proud of and 
that rendered so much to the community. If gov- 
ernments are to do more and more, they should 
act in such a way as to preserve a certain amount 
of independence of human spirit. The medical 
profession should be concerned about this problem. 
Whatever progress has been made, physicians in 
Australia believe that there can be no proper med- 
ical service unless it preserves freedom of choice, 
the personal relationship, and some obligation of 
self-help. The Australian health service is an exam- 
ple of what can be achieved by cooperation be- 
tween the medical profession and the government. 


Less Arsenic and Lead in Tobacco.—The arsenic 
and lead content of tobacco has decreased in recent 
years, according to J. H. Oliver (Lancet, Sept. 21, 
1957). The author’s favorite pipe tobacco contains 
2.5 ppm of arsenic, compared with 32 in 1951. A 
popular cigarette contains 2 ppm compared with 
68 in 1951. In 1951 the figure for a Havana cigar 





J.A.M.A., Dec. 28, 1957 


was 170 and in a recent purchase it was 24. The 
use of lead arsenate sprays causes the contamina- 
tion. The decrease in arsenic content is encourag- 
ing, because the young will smoke tobacco as long 
as it is available. It is evident tobacco can be pro- 
duced without excessive arsenic spraying, and it is 
hoped that public opinion will insist that tobacco 
as well as foods have a definite limit of arsenic 


and lead. 


Brain Waves of Divers.—Experiments to determine 
mental and physical reactions of men making deep 
dives were conducted at the Royal Naval Physio- 
logical Laboratory, Alverstoke, and in a 100-ft. div- 
ing tank at Portsmouth. The tests aimed to find out 
whether air, instead. of helium, can be used for 
descents of more than 300 ft. Caisson disease is 
likely to occur at depths greater than 100 ft. Some 
divers breathing air under pressure are subject to 
a mild form of intoxication. There is sometimes a 
tendency toward laughter and overconfidence, an 
impairment of judgment, and oral tingling and 
numbness. Such effects progressively increase with 
depth. The incidence of caisson disease is directly 
related to electrical impulses originating in the 
diver’s brain. 

Glass and Bennett, in Royal Naval Diving, re- 
ported that they recorded the brain waves. of their 
subjects. Then with the electrodes still in place each 
man entered a compression chamber. While the 
brain waves were electrically recorded on paper, 
the divers did short sums at one-minute intervals 
and the air pressure was increased. Each subject 
on different days went to simulated depths of 50 
to 200 ft. with rest intervals after each 25 ft. The 
main changes found in the brain-wave patterns 
were concerned with blocking (a slowing down of 
the mental processes). This loss of concentration 
occurred rapidly at high pressures but, more im- 
portant, was also found at relatively low pressures 
after a long time. In previous experiments 20 divers 
were exposed to simulated depths of 200 ft. and 
were given a set of as many arithmetical problems 
as they could work in two minutes. The E-test, in 
which all the small “e’s” in a typewritten passage 
were crossed out in two minutes, was also used. 
The divers’ answers were significantly more often 
wrong at high pressures than on the surface, but 
the E-test showed no significant change with the 
increased depth. Another experiment was to keep 
a subject at a simulated depth of 100 ft. until 
blocking was abolished. This took 10 to 12 minutes 
at this depth. The subject then breathed an oxygen- 
helium mixture for a few minutes and the blocking 
to mental arithmetic returned. In other experiments 
divers breathed 20% nitrous oxide. This would not 
produce unconsciousness but produced results 
equivalent to those of a 200-ft. dive. Some of the 
symptoms, particularly oral tingling and numbness, 
were comparable with those of caisson disease. 
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PHENYLKETONURIA 


To the Editor:—In the Sept. 28, 1957, issue of 
THE JouRNAL, page 392, we described a routine 
diaper test for the early detection of phenylketo- 
nuria which is being evaluated in well-baby clinics 
of southern California. In this study the wet diaper 
of each infant is tested with a drop of 10% ferric 
chloride at each visit to the clinic during the first 
year of life. Hearing about our project, Dr. M. D. 
Armstrong of the University of Utah kindly in- 
formed us of a somewhat similar detection program 
in England. This program is being initiated this 
year by Dr. L. I. Woolf of the Hospital for Sick 
Children, Great Ormond Street, London. We have 
recently corresponded with Dr. Woolf and we be- 
lieve JOURNAL readers might be interested in hear- 
ing about the approach to this problem in another 
country. An illustrated card describing the test and 
its purpose is made available through the Great 
Ormond Street Hospital to all doctors and clinics in 
England. Each mother is instructed to supply her 
clinic or private physician with a urine sample 
from her baby at the time of the first postnatal vis- 
it (about one month of age). The testing is done by 
adding a little 5% ferric chloride solution to the 
fresh urine in a test tube. A dark green color in- 
dicates a positive reaction. Dr. Woolf advocates 
that all English babies be included in this program. 

These two detection efforts in two such widely 
separated areas of the world have a common goal, 
the early detection of phenylketonuria so that 
phenylalanine-restricted diets can be instituted to 
prevent the onset of mental deficiency. Each pro- 
gram has its merits and its disadvantages, and it is 
perhaps good that we are approaching the problem 
along slightly different tracks. Thus we will have 
an opportunity to compare and evaluate the pro- 
grams: 

It should be made clear that the ferric chloride 
reaction (test tube or diaper) is at best a very good 
screening test. All “positive” reactions should be 
verified by other tests (i. e., phenylhydrazine urine 
test and phenylalanine blood level determinations ) 
before the diagnosis of phenylketonuria is estab- 
lished. The most frequently observed false-positive 
reactions with ferric chloride are the blue-purple 
response with salicylates and the red-brown re- 
sponse with diacetic acid. We had noted a green 
response occasionally with bile and we are indebted 
to Dr. Myrton F. Beeler of the New England Dea- 
coness Hospital for informing us of a few other sub- 
stances rarely found in urine which also may give 
a green color reaction with ferric chloride, i. e., 





pyruvic acid, homogentisic acid, and catechola- 
mines. A false-positive green reaction also has been 
noted after chlorpromazine medication. 

To bring the readers up to date on the survey 
program in southern California, we can now report 
that, after about three months of operation, one case 
of phenylketonuria has been discovered by the dia- 
per test in a well-baby clinic. We feel that this al- 
ready is a justification of the screening method. 


Witiarp R. Cenrerwa.i, M.D. 
College of Medical Evangelists 
School of Medicine 

Los Angeles 33. 


MAILING OF FIXED AND DRIED 
CYTOLOGICAL SMEARS 


To the Editor:-The modern trend toward the 
screening of the population for cancer detection has 
emphasized the need for a simple method which 
would allow the mailing of unstained cytological 
smears to central laboratories, in a state of good 
cellular preservation. Recently, several methods ac- 
complishing this purpose were described by Nie- 
burgs (Am. J. Clin. Path. 27:546 [May] 1957); Sagi 
and Mackenzie (Am. J. Obst. & Gynec. 73:437 
[Feb.] 1957); Papanicolaou and Bridges (J.A.M.A. 
164:1330 [July 20] 1957). In 1953 one of us (Sills: 
Correspondence, J.A.M.A. 151:230 [Jan. 17] 1953) 
published a technique that permitted the drying of 
fixed smears so that they could be transported long 
distances, or stored for months. This was done by 
dipping the alcohol-ether fixed smear into melted 
polyethylene glycol 1540 (Carbowax 1540) for a 
few minutes, to allow penetration of the water and 
ether-alcohol soluble wax into the cells. Soon after 
removal from this bath the wax is cooled and hard- 
ened, coating the entire preparation with a thin film 
of wax. Prior to staining, the wax was washed away 
with tap water and the slide passed directly into 
hematoxylin, and then processed according to the 
original Papanicolaou technique. 

This method has now been simplified by adding 
the wax directly to the fixative. Two teaspoonsful 
(10 cc.) of the wax, melted at 60 C, are added to 
100 cc. of the ether-alcohol mixture (50 cc. of 95% 
alcohol and 50 cc. of ether). After fixation in this 
mixture for one-half to one hour, the slides are taken 
out and placed with the smeared side up for drying. 
In about one-half to one hour, the ether-alcohol 
evaporates, leaving behind a thin, tough film of pro- 
tective wax, which is washed away with tap water 
just before staining with hematoxylin. 
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Gynecologic smears so prepared were studied by 
one of us (M. G.) and were considered satisfactory 
from a diagnostic standpoint. This method was also 
tried with good results on gastric balloon specimens, 


sputums, and bronchial washings. It was observed ° 


that nuclear details were sharp and distinct. Cyto- 
plasmic color was somewhat more eosinophilic than 
with ether-alcohol fixation alone, but this did not 
affect the diagnostic value of the method. There 
was the general impression of a clearer background, 
providing a clearer over-all cytological picture. 

There was no significant increase in the cost of 
preparing smears by adding the wax to the fixative; 
rather, there was economy due to the reduced 
amount of alcohol used and by the shorter time of 
the staining procedure. The stock solution of alco- 
hol-ether-wax can be prepared and stored in closed 
containers without any detectable evaporation for 
a long period of time. 


B. Sitts, M.D. 

M. Garret, M.D. 
Department of Pathology 
State University of New York 
Downstate Medical Center 
Brooklyn 3, N. Y. 


POSTOPERATIVE URINARY TRACT 
INFECTIONS 


To the Editor:—Patients returning from hospitals 
after various types of surgery often have complaints 
of frequent and painful urination and exhibit pyuria. 
It is conservative to estimate that such complaints 
occur in 20% of cases postoperatively. In almost all 
such instances there is a history of catheterization 
prior to, during, or after operation, regardless of the 
site of the surgical procedure. Also, almost uniform- 
ly it is found, on questioning the patient, or on ob- 
taining the history from the surgeon, that no urinary 
antiseptics were prescribed and that, indeed, no 
urine examinations were made postoperatively. In 
many instances the patient will state that complaints 
referable to the urinary tract were verbalized while 
in hospital but were ascribed to “bladder irritation” 
and not investigated. 

Although this situation undoubtedly is well known, 
it seems worthwhile to make it the subject of a 
brief communication, because such occurrences are 
so readily preventable. It would seem that such 
simple and innocuous procedures as the administra- 
tion of sulfonamides for brief periods after catheter- 
ization should be routine in all hospitals as a pre- 
ventive measure. In any event, urine examination 
on one or more occasions after catheterization should 
never be omitted. 


Harowp J. Harris, M.D. 
Westport, Essex County 
New York 
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RADIO AMATEUR CALL BOOK 


To the Editor:—May I call attention to a mistake in 
the article “CQ for M.D.’s . .. RX for a Fascinating 
Pastime” on page 1308 of the Nov. 9 issue of THe 
Journat. The Radio Amateur Call Book is pub- 
lished quarterly instead of semiannually. I think 
the article is very good and timely. 


EuceEneE L. D. Bake, M.D. 
816 Citizens Bank Bldg. 
Paducah, Ky. 


VENOUS THROMBOSIS 


To the Editor:—In the Oct. 12 issue of THE JouRNAL, 
page 681, Meyer Naide writes of venous thrombosis 
in the legs after prolonged television viewing. In 
the body of the article, he recalls the same condition 
after long automobile drives. To my knowledge, 
no one had mentioned the situation in long trips in 
airplanes. The seats are small, leg room is cramped, 
and there is little place to go as compared to a train. 
Furthermore, it is almost impossible to elevate the 
legs, and patients having a history of circulatory 
difficulty tend to reach their destination, after a 
10-or-12-hour ride, with swollen, painful limbs. 
Many planes do not have supports for the feet, and 
even when they are present they are inadequate; 
thus people with short legs suffer prolonged pres- 
sure of the seat edge, whereas those with long legs 
must sit with the legs jackknifed. Perhaps plane 
seats could be better designed in this respect and 
a few could be so designed as to provide provision 
for modified leg elevation. It seems certain, with the 
tremendous amount of airplane traveling, that this 
must be a problem to many people with impaired 
circulation. 


Mary STEICHEN CALDERONE, M.D. 
245 Kings Point Rd. 
Great Neck, N. Y. 


PHYSICIANS COVERED BY SOCIAL SECURITY 


To the Editor:—In connection with the series of 
articles on social security currently running in THE 
JourRNAL, -it may be of interest to know that hun- 
dreds of physicians in New York state are now 
covered by social security, as civil service em- 
ployees. This is due to the new law under which a 
majority of such employees, medical and lay, voted 
to join the plan on a payroll deduction procedure. 


James A. BrussE., M.D. 

State of New York 
Department of Mental Hygiene 
New York 7. 








, 1957 


ke in 
ating 

THE 
pub- 
think 


VAL, 
Osis 
In 
‘ion 
lge, 
; in 
ed, 
uin. 
the 
Ory 


bs. 
nd 
te; 


gs 
ne 
ad 
mn 
ne 


‘is 


i 


Vol. 165, No. 17 


THE LEISURE CORNER 





CHORAL SINGING 


One of the most spontaneous and pleasurable hu- 
man activities is singing. Almost everyone can sing, 
as the abundance of bathtub baritones attests, but 
there is no reason for it to be a solitary indulgence, 
as it can be turned into an even more joyous affair 
through group participation. In schools, churches, 
and fraternal groups, choral groups exist which 
offer one meaningful recreation—a healthy blend of 
the social and esthetic. 

Let us consider the group aspect first. The physi- 
cian, for example, who thinks occasionally of join- 
ing such a group but refrains from doing so out of 
modest regard for his own voice, is making a mis- 
take. Almost all of the members of the choir with the 
exception of the director are likely to be untrained 
singers. It is not necessary for the average person 
to have formal training to enjoy choral singing, nor 
is it essential for the aspiring chorister to be able 
to read music. Every choir has a piano to establish 
the melody, and then too, the stronger voices in the 
choir generally help the weaker ones. Aside from 
their amateur standing, group members share in 
a friendly gregarious spirit and the desire to make 
the most of an opportnity to get to know others 
better while working with them. Choral singing 
offers an invitation to closer individual relationships 
and also opens up new vistas in the world of music. 

For the physician interested in church music, for 
example, choir singing is an opportunity to become 
familiar with a copious and fascinating literature 
employing such forms as the Mass, the Hymn, the 
Magnificat, and the Passion. The singer discovers 
the works of different composers and their interpre- 
tation of the same form. With the same satisfaction 
he obtains from reading two great books on the 
same subject, he may compare—with his own voice— 
the Masses by Haydn and Mozart in C Major, the 
St. Matthew’s Passion of both Johann Sebastian 
Bach and Heinrich Schutz, and the Stabat Mater of 
composers such as Pergolesi, Palestrina, Vivaldi, and 
Dvorak, whose works span more than three centu- 
ries. He can supplement this diet of sacred music 
with some of the secular choral works of the great 
Italian madrigal composer, Claudio Monteverdi, 
England’s Henry Purcell, and the American com- 
poser of “fugue tunes” during the Revolutionary 
War, William Billings. 

Although the singer takes pleasure in learning 
such works, the music is also a great joy to the 
listener. One of the principal satisfactions of being 
a chorister, then, is the opportunity to perform or 
entertain. Choral groups are eagerly welcomed at all 
sorts of fraternal functions. They add spirit and gen- 
uine feeling to holiday celebrations. With amazing 
rapidity, they acquire reputations that make them 
sought after to perform at many community enter- 





prises—hospitals, schools, and other civic organiza- 
tions. There is always the thrill of a first perform- 
ance, a thrill immeasurably increased, especially at 
the holiday season, when the choir is brightly and 
uniformly garbed. The men in white can trade their 
pale attire for rich reds, blues, and greens; the phy- 
sician’s surgical gown will not suffice. 

There is, of course, no reason why choral singing 
cannot be a family affair. Physicians, who find their 
time seriously limited and who do not have too 
many free moments to spend with their wives and 
children, may discover that family participation in 
choral singing is the perfect answer. Together they 
can practice their respective parts at home. They 
may find their choral efforts so successful that they 
will be encouraged to organize their own family 
groups. More important, however, is the fact that 
the physician can combine his recreation and family 
responsibilities, thereby making double use of his 
limited time. In addition, such a technique helps 
make church-going a family activity. 

Another way to expand the enjoyment of choral 
music is made available to those doctors who may 
possess tape recording and hi-fi equipment. Since 
an estimated six million people have hi-fi units and 
an even larger amount have tape recorders, a good 
proportion of physicians are probably electronic 
aficionados. Tape recorders can be used either sep- 
arately or as component parts of hi-fi systems to re- 
produce choral music. The music can then be 
listened to either for training purposes or for sheer 
enjoyment. Fortunate is the man who can, at his 
leisure, play a hi-fi tape with stereophonic sound of 
some choral work he himself has participated in. 

Though there is a Doctors’ Orchestral Society in 
New York City, there probably are no choral groups 
made up entirely of doctors. However, the doctor 
can use his prestige in the community to help organ- 
ize a choir. In small towns, especially, the physician 
is naturally regarded as a ranking community leader 
and can lend his name to such efforts without get- 
ting involved in time consuming administrative 
work, If he undertakes such a job, it should be an 
easy enough matter to find a qualified director 
through the local churches or music schools. He can 
receive professional advice without cost from the 
American Music Conference in Chicago. The E. R. 
Moore Company, also in Chicago, leading manu- 
facturers of choir gowns, offers a fascinating free 
booklet on the organization of choral groups. 

Music also hath charms to soothe the general 
practitioner. Many doctors, harassed by tight sched- 
ules, find that music has great therapeutic value. 
When they can make music themselves by singing, 
they have an emotional as well as a creative outlet. 
Doctors, who discover the morale-building potential 
of choral groups may even find it useful to prescribe 
music for some of their patients who suffer from an 
inordinate amount of tension and anxiety. For get- 
ting to know both people and music better, choral 
singing is hard to beat. 
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INTERNAL MEDICINE 


Renal Clearance of Lysine in Cystinuria: Patho- 


genesis and Management of This Abnormality. 


P. D. Doolan, H. A. Harper, M. E. Hutchin and 
E. L. Alpen. Am. J. Med. 28:416-425 (Sept.) 1957 
[New York]. 


Studies concerning plasma concentration of lysine 
and glomerular filtration rate, endogenous clear- 
ance and reabsorption of lysine, and plasma con- 
centration and filtered load and excretion of indi- 
vidual amino acids were performed in 3 men and 1 
woman in whom the diagnosis of cystinuria was 
clearly established. The glomerular filtration rate 
was measured by inulin clearance. The excretion 
of glycocyamine after the administration of equi- 
molar amounts of arginine and glycine was meas- 
ured in 3 of the patients with cystinuria and in 6 
normal persons. 

Cystinuria is an inherited abnormality in which 
unusually large amounts of cystine, lysine, arginine, 
and ornithine are excreted in the urine. Simul- 
taneous measurements of the inulin and lysine 
clearances indicate that in the fasting state a small 
amount of lysine is reabsorbed from the glomerular 
filtrate. The renal tubules are unable to reabsorb 
any additional amount, and, on loading with lysine, 
their clearance value approaches that of inulin. A 
suggested explanation for this tubular defect is that 
in the homozygous form of cystinuria the transport 
system is present in only trace amounts. When the 
transport system is of the membrane carrier type, 
its limited capacity is exceeded even in the fasting 
state. Any reabsorption which does occur is accom- 
plished by an active mechanism and passive diffu- 
sion plays no role of significance. Patients with cys- 
tinuria respond normally to the administration of 
glycine and arginine in that the excretion of gly- 
cocyamine is thereby increased. Therapeutic efforts 
directed to the specific tubular defect appear to 
hold little promise. The decrease in cystine excre- 
tion, which can be accomplished by dietary restric- 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1948 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days, Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


tion, should not be neglected. The addition of a 
methyl donor to a restricted dietary intake offers no 
additional advantage. Measures directed at render- 
ing the physicochemical environment less condu- 
cive to precipitation deserve further study. 


Costal Intraosseous Venography in the Diagnosis 
of Portal Hypertension. R. Schobinger. Gastroenter- 
ologia 88:21-31 1957 (In English) [Basel, Switzer- 
land]. A 


The author observed that the introduction of a 
radio-opaque substance directly into the rib led, 
under normal conditions, to the visualization of a 
fairly constant intrathoracic vascular pattern. It ap- 
peared logical to anticipate an increased circulation 
within the azygos system in patients with portal 
hypertension, because of the portal systemic shunt 
established by the reversal of flow of venous blood 
in the left gastric veins and in the vasa brevia. The 
author describes a technique developed for costal 
intraosseous venography. The patient is informed 
about the procedure and told to expect some mild 
discomfort at the site of bony puncture. Quiet 
breathing through the open mouth is important, 
since forceful respiratory movements or periods of 
apnea (Valsalva exercise) may induce changes in 
the intrathoracic pressure and thus lead to poor 
visualization of the azygos system. Precautionary 
tests should be made against possible idiosyncrasies 
to the contrast medium or local anesthetic agent. 
After adequate sedation of the patient, the 10th rib 
is identified in the left midaxillary line. The overly- 
ing soft tissues and the costal periosteum are infil- 
trated with a small amount of 1% procainamide 
hydrochloride solution. A 16-or-17-gauge bone mar- 
row or spinal needle is then introduced with a 
rotary motion into the medullary cavity of the rib. 
The contrast medium employed is a 50% solution 
of diatrizoate (Hypaque) sodium. Approximately 8 
to 10 cc. of this substance is then injected under 
moderate pressure over an interval of 5 seconds or 
less. One film exposed during the injection of the 
last 2 cc. of contrast material is usually sufficient to 
capture a representative picture. 

In healthy individuals, the injection of contrast 
substance thus performed renders radio-opaque a 
simple venous pattern consisting mainly of 1 or 2 
intercostal veins, corresponding to the level of in- 
jection, and the azygos system. In patients with 
portal hypertension a much more complicated 
venous pattern may be demonstrated. Among the 
collaterals visualized are the intervertebral veins, 
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internal vertebral venous plexi, ascending lumbar 
veins, and venous channels in the thoracic wall and 
on the anterior abdominal wall. The method ren- 
ders radio-opaque portions of the systemic collateral 
circulation but does not make visible esophageal 
varices or other parts of the portal circulation. Such 
measures as the introduction of a Sengstaken- 
Blakemore tube, esophagoscopy, barium swallow, 
and splenoportography have both values and limita- 
tions in the diagnosis of portal hypertension and its 
complications. These procedures, however, deal ex- 
clusively with the portal component of the disease. 
However, the method set forth in this study allows 
evaluation of systemic vascular alterations accom- 
panying portal hypertension. Thus, costal intraos- 
seous venography does not compete with the other 
procedures. It should be considered as an addition 
to the present diagnostic armamentarium. 


Factors Influencing Duration of Disease and Rate 
of Cure in Epidemic Hepatitis. D. Jorke and A. 
Hanusch. Arztl. Wehnschr. 12:666-671 (Aug. 2) 1957 
(In German) [Berlin]. 


The decision as to when epidemic hepatitis can 
be regarded as definitely cured is extremely difficult, 
because even after apparent clinical cure the hepatic 
inflammation may progress until there is a chronic 
hepatitis with development into atrophic liver. Of 
the various methods that have been used to estimate 
the course of development in hepatitis, puncture of 
the liver is most reliable but not suitable for routine 
use. In a total of 450 patients observed between 
1950 and 1956, the authors used electrophoresis, 
tests ascertaining the instability of the serum, and 
liver function tests. These studies were carried out 
at regular intervals during and after the clinical 
treatment. The patients are divided into 2 groups: 
the first, comprising 211 patients, was treated dur- 
ing the first 3 years; the second, comprising 225 
patients, was treated during the last 4 years. The 
patients of the first group were treated for an aver- 
age period of 4.2 weeks, and only 77 (36.5%) re- 
turned for follow-up examination; whereas those 
of the second group were treated for an average of 
5.9 weeks, and 166 (73.8%) returned for follow-up 
examination. 

Of the 77 patients in the first group who came 
for follow-up examinations, 26 (33.7%) were not 
cured, whereas of the 166 in the second group who 
reported for these follow-up examinations, only 28 
(16.8%) were not cured. This shows that with longer 
treatment and more certain follow-up studies, the 
number of patients cured was doubled. Chronic 
hepatitis developed in two-thirds of the patients. 
The length of time that elapsed between onset of 
hepatitis and admission to hospital also influenced 
the course of the disease. When this period was long 
(more than 3 weeks) the course of hepatitis was 
usually prolonged and the prospect of cure dimin- 
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ished. The results of treatment in the clinic were 
superior to the results of treatment in the home 
Classification of the patients according to age 
showed that increasing age is accompanied by an 
increase in the average duration of the disease and 
in the percentage of those who are not cured. In 
61 of the 450 patients hyperbilirubinemia persisted 
for a considerable period after the acute symptoms 
of hepatitis had subsided. This group with post 
hepatitic hyperbilirubinemia included patients with 
intermittent juvenile hepatitis, with incomplete re 
covery, and with chronic hepatitis. 


The Use of Radioactively Labeled Vitamin B, 
in the Diagnosis of Pernicious Anemia. C. McC 
Smythe. J. South Carolina M. A. 53:329-332 (Sept 
1957 [Florence]. 


The Schilling test for measuring the absorption 
rate of vitamin B,. is useful not in routine cases of 
pernicious anemia but in cases in which a variety 
of factors has obscured the usual manifestations 
of this disease. This accurate and relatively easily 
performed test allows the rate of absorption anc 
excretion of radioactive cobalt-60 (Co"’)-labele« 
vitamin B,. to be followed. The original method of 
following the rate of fecal excretion has been found 
unsatisfactory for clinical use and as a research 
tool and has been replaced by a method which 
measures the total percentage of administered 
radioactivity excreted in the urine in a 24-hour 
sample period. In the latter technique the fasting 
patient is given 0.5uc of Co” in about 0.75 meg. of 
vitamin B,. by mouth after a control urine sample 
has been collected and a 24-hour collection -tarted. 
One hour later, 1,000 mcg. is given subcutaneously. 
A 5 ml. aliquot of the 24-hour urine collection made 
up to or reduced to 1 liter by evaporation is counted 
in a scintillation well counter. A normal excretion 
rate is anything greater than 12% of the adminis- 
tered dose, and anything less than 3% is indicative 
of pernicious anemia or some other defect in vita- 
min B,. absorption. The excretion rates varied be- 
tween 11 and 26% in a group of patients with 
normal vitamin B,. metabolism and excretion rates. 
One patient with renal disease (whose excretion 
rate was independent of absorptive efficiency) had 
an excretion rate of 2% over 24 hours. Three pa- 
tients with pernicious anemia had excretion rates 
of 2, 1.25, and 0.25% respectively. This test is not 
to be thought of as a replacement for the tradi- 
tional methods of diagnosis of pernicious anemia; 
in the average untreated case, the history and physi- 
cal examination, with examination of the blood 
smear and the bone marrow and demonstration of 
achlorhydria, a reticulocyte and a hematological 
response to the parenteral administration of prepa- 
rations containing vitamin B,»., will suffice to make 
the diagnosis. 
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Sporotrichosis: A Report of 12 Cases, Including 2 
with Skeletal Involvement. W. M. Mikkelsen, R. L. 
Brandt and E. R. Harrell. Ann. Int. Med. 47:435- 
459 (Sept.) 1957 [Lancaster, Pa.]. 


The authors report on 5 men and 2 women be- 
tween the ages of 18 and 70 years, and 3 boys and 
2 girls between the ages of 2 and 15 years with 
sporotrichosis, a subacute or chronic infection 


caused by Sporotrichum schenckii. The infection 


was limited to the skin and subcutaneous tissues 
in 10 patients (83%). In each, there was a history 
of minor trauma, followed within several weeks by 
the appearance of a primary papular lesion. Typical 
subcutaneous nodules appeared along the path of 
lymphatic drainage several weeks or months later. 
Widespread involvement of the skin and articular 
tissues occurred in 2 (17%) adult patients. Diagnosis 
was readily established by the use of routine 
culture techniques in every patient. The skin 
lesions responded satisfactorily and promptly to 
iodide therapy, but articular involvement per- 
sisted and progressed. Stilbamidine isethionate and 
2-hydroxystilbamidine diisethionate have been 
shown by other workers to be effective and are 
considered the treatment of choice in patients with 
disseminated disease. The pathogenic agent may 
involve the articulations or bone by direct extension 
from cutaneous or subcutaneous lesions or by way 
of the blood stream. The latter route of dissemina- 
tion is the more common mode of infection. The 
organism may be seeded into the synovium, with 
resultant spread to adjacent cartilage and bone, or 
into the medullary region of bone directly. Lesions 
are frequently multiple and usually lytic and de- 
structive in their radiologic appearance. Roent- 
genologically, they are most often confused with 
those of tuberculosis, although they may resemble 
metastatic neoplasm, destructive rheumatoid ar- 
thritis, or other conditions. Whenever infectious 
arthritis is suspected, the possibility of sporotri- 
chosis or other fungous infections should be con- 
sidered and investigated. 


Marfan’s Syndrome: Description of a Family. R. 
Wilson. Am. J. Med. 23:434-444 (Sept.) 1957 [New 
York]. 


The author reports on a family with Marfan’s 
syndrome affecting 5 male and 3 female members 
in 3 generations. Conspicuous abnormalities in this 
family included dolichocephaly, deformity of the 
chest, such as funnel and pigeon breast, dilatation 
of the aorta, hypermobility of joints, and multiple 
hernias. Thus, defects involving the skeletal and 
cardiovascular systems that are included in the 
salient clinical manifestations of Marfan’s syndrome 
were present in these patients, but defects of the 
eye, which also characterize this syndrome—al- 
though they are not an invariable finding, were 
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absent. Talipes cavus occurred in 3 patients. Physi- 
cal activity, especially excessive sexual intercourse, 
may have been instrumental in hastening death in 
2 men, while an inactive sister tolerated mild aortic 
dilatation for 16 years. An autopsy performed in | 
of the men revealed aneurysmal dilatation of the 
root of the aorta with stretching of the aortic ring 
and aortic regurgitation. This condition had been 
repeatedly reported in patients with Marfan’s syn- 
drome. The disease is a genetically determined, 
dominantly inherited disorder of protean clinical 
display, believed to arise from a connective tiss" 

defect. 


Pathogenesis of Hepatorenal Syndrome. N. A. Las 
sen and A. C. Thomsen. Ugesk. lager 119:1032-1035 
(Aug. 8) 1957 (In Danish) [Copenhagen]. 


In 28 patients with hepatorenal syndrome treated 
in the dialysis department of Copenhagen Munici- 
pal Hospital during the last 2 years, acute rena! 
insufficiency had developed as a complication to an 
existing hepatic or biliary tract affection. Clinical, 
laboratory, and pathological investigations showed 
the renal disorder to resemble renal insufficiency 
after shock; the renal affection in the hepatorenal 
syndrome and shock are regarded as identical dis- 
eases. Hypotension was established in 19 of the 
patients and fluid-salt deficiency in 5. No support 
was found for the theory of a toxin as the cause of 
the renal injury. Patients with jaundice do not seem 
always to react with the usual shock symptom of 
fall of blood pressure, and therefore acutely ill 
patients with jaundice must be observed closely 
and their blood pressure measured often. The usual 
principles of treatment of acute anuria are followed. 
The prognosis is unfavorable. Of the 28 patients, 20 
died. The patients who do recover usually regain 
a fully sufficient renal function. 


Polyposis of Gastrointestinal Tract: The Peutz Syn- 
drome. D. Bailey. Brit. M. J. 2:433-439 (Aug. 24) 
1957 [London]. 


Two of the 4 cases reported illustrate the associa- 
tion between adenomatosis of the gastrointestinal! 
tract and melanosis of the face, lips, and oral 
mucosa. No pigmentation was noted in the other 
2 patients with this syndrome, although it is quite 
possible that it was overlooked. The pigmenta:i: :: 
is usually present at birth, and fades with increas- 
ing age. This was found to be the case with 2 of 
the patients, who had sought advice earlier regard- 
ing the pigmentation which had so faded at the 
time of examination that it was neglected. Pigmen- 
tation of the oral mucosa, according to Jeghers, is 
the essential part of a syndrome in which the skin 
may or may not be affected. Pigment spots on the 
mucosa are blue-black in color. They are most 
numerous on the mucosal surface of the lower lip 
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and cheek, but are also found on the palate, gum, 
and tongue. Pigment spots on the skin consist of 
dark-brown and occasionally black spots. They do 
not coalesce, are most numerous about the mouth, 
and are present in a butterfly pattern below the eyes 
and around the bridge of the nose. Differentiation 
of the pigmented spots from ordinary freckles is 
accomplished by considering their occurrence in 
people of dark complexion (freckles are peculiar, as 
a rule, to fair-skinned individuals), their color 
(freckles are somewhat lighter), and distribution 
(freckles are more numerous in the cheek area and 
relatively sparse in the mouth region). 

In the Peutz syndrome, adenomas are found 
throughout the entire gastrointestinal tract, in- 
volvement of the small intestine being reported in 
all cases. Adenomas in the small intestine may be 
found in the ileum or the jejunum, though usually 
in the latter. Symptomatology has been classified 
by Olson and associates in 1951 as (1) symptoms of 
obstruction, (2) bleeding, and (3) symptoms pro- 
duced by local irritability in the intestine. Obstruc- 
tion may be due to obturation of the intestine, but 
intussusception is probably the cause of the spas- 
modic abdominal pain and vomiting. The latter 
cause, however, is rare in the adult; 78% of such 
cases occur during the first year of life. The difficul- 
ty of clinical diagnosis would be greatly alleviated 
by recognition of the presence and significance of 
the typical pigmentation, which often obviates the 
need for repeated investigation. The only complica- 
tion of this syndrome, other than those of hemor- 
rhage and intussusception, is that of development 
of carcinoma. A perusal of the literature reveals an 
incidence of carcinoma in 24% of patients given a 
diagnosis of this disease. This figure would prob- 
ably be raised if all removed polyps were subjected 
to routine serial section. 


Prognosis in Ulcerative Colitis. T. D. Kellock and 
B. White. Gastroenterologia 88:13-21 1957 (In Eng- 
lish) [Basel, Switzerland]. 


Ulcerative colitis is a disease with a variable 
clinical picture ranging from the acute fulminating 
type, from which the patient dies within a few 
weeks of the onset to the mild form, with which 
patients may have chronic continuous diarrhea but 
may never require hospital admission. The condi- 
tions of some patients deteriorate over the years, 
while those of others improve. It is, therefore, diffi- 
cult to assess the prognosis of an individual patient. 
The authors studied the prognoses of 106 patients 
during their first hospitalization for ulcerative coli- 
tis. The mortality rate (18%) in this group was 
largely due to the incidence of the acute fulminat- 
ing type of ulcerative colitis, which gives the clinical 
impression of dysentery. The length of the history 
preceding admission has little effect on prognosis. 
Age is, however, of great importance; the mortality 
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rate is 50% in patients over 60. Emergency surgery 
(ileostomy and colectomy) and the use of cortisone 
may reduce the mortality rate in future years. The 
survivors of a first attack may be expected to have 
a further death rate of 1% or 2% per annum. About 
one-half of the patients will avoid hospital readmis 
sion in the following 5 vears. Relapses are less 
likely to be fatal (6%) than the first attack. The risk 
of malignant changes, while real, is not great 
enough to justify surgery in cases in which it is not 
justified on other grounds. 


The C-Reactive Protein Test in Clinical Practice. 
U. Carcassi and F. Pitus. Minerva med. 48:2399 
2410 (July 14) 1957 (In Italian) [Turin, Italy] 


Experience with the C-reactive protein (CRP) 
test in 453 patients is reported. A total of 1,059 tests 
was performed. Positive findings were present in 
31 patients with acute rheumatic fever; the test 
showed negative findings after a few davs of treat 
ment in 12 patients, within 20 days of treatment in 
7 patients, and after 20 days of treatment in 3 
patients. Discrepancies were found between the 
results of the CRP test and the results of other tests; 
the erythrocyte sedimentation test and the anti- 
streptolysin test still showed positive results when 
the CRP test had already become negative. The 
finding of a normal erythrosedimentation rate with 
a positive CRP test was rare. The test was per- 
formed 138 times in 40 patients with rheumatoid 
arthritis; 32 of these patients had arthritis in the 
active phase. Some of them were followed for ove 
a year. The results of the CRP test in 2 patients, 
examined only once, with rheumatoid arthritis in 
the active phase were 3+ and 1+ respectively. 
Results of the test in other patients who were exam- 
ined several times showed that CRP was absent 
after 5 days of therapy in 7 patients, after 10 days 
in 8, after 20 days in 10 and was still present after 
more than 20 days of therapy in 5 patients only 
The test was negative in patients with nonactive 
forms of rheumatoid arthritis. CRP tended to be 
present for longer periods of time in patients with 
rheumatoid arthritis than in patients with acute 
rheumatic fever. The CRP test was negative in 9 
patients with arthrosis and in 5 with lumbago. 

The CRP test was performed 81 times in 26 pa- 
tients with myocardial infarction, during the acute 
phase in 18 patients and during the subacute phase 
in 8. The test gave positive results 12 hours after 
the onset of the infarct, and in some patients it 
remained positive for longer than 20 days. Highest 
positive results were noticed 4 to 7 days after the 
onset of the infarct. In some of these patients posi- 
tive findings of CRP were found long before an 
increase in the rate of sedimentation was noted; no 
relationship was found between the leukocyte count 
and the CRP test. The author believes that recur- 
rence or persistence of CRP in the serum indicates 
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that the infarct has enlarged or that another infarct 
or other complications have occurred. The test 
showed positive findings in 3 of 12 patients with 
hypertensive cardiopathy and in 7 of 21 patients 
with congestive decompensation. 

CRP was absent in 13 of 14 patients with virus 
meningitis, in 8 of 9 patients with measles, in 6 of 7 
patients with acute hepatitis, in 5 of 7 patients with 
parotitis, and in 3 of 6 patients with poliomyelitis. 
The test was positive in 3 patients with Hodgkin's 


disease, in 2 of 20 patients with benign neoplasia, 


and in 8 of 14 patients with malignant neoplasia. 
Metastasis was already present in these last 8 pa- 
tients. Positive findings in 2 of 15 patients with 
diabetes could be imputed to the presence of 
furunculosis in 1 and to intercurrent bronchopneu- 
monia in the other. CRP was absent in 10 patients 
with exophthalmic goiter, in 22 with pulmonary 
silicosis, and in 3 with peptic ulcer. Positive findings 
were noted in 6 of 12 patients with hepatic cirrhosis. 


Vascular Haemophilia in a Woman. J. W. Thomas, 
L. Black and W. H. Perry. Canad. M. A. J. 77:490- 
492 (Sept. 1) 1957 [Toronto]. 


The occurrence in women of an antihemophilic 
globulin (AHG) defect associated with a prolonged 
bleeding time was first recognized by Larrieu and 
Soulier; 20 cases of the disease, including 14 in 
women, were reported in recent literature by Singer 
and Ramont. The clinical picture in this disorder 
includes bruising, deep tissue, genitourinary, and 
gastrointestinal hemorrhages present from infancy; 
joint hemorrhage is uncommon. The history re- 
ported is that of a 24-year-old woman who mani- 
fested pathological bleeding since the age of 2 years, 
at which time she had epistaxis and later ecchymosis 
and purpura but did not show evidence of gastro- 
intestinal or joint hemorrhage. From the time that 
her menses began, she had moderate to severe 
menorrhagia and required 12 transfusions up to 
1954. The patient was then hospitalized with ante- 
partum hemorrhage, later giving birth to a stillborn 
infant and developing a severe postpartum hemor- 
rhage and hematuria. The capillary resistance test 
and one-stage prothrombin time and _ fibrinogen 
level estimations were repeatedly normal. A defect 
was noted in the aluminum hydroxide absorbed 
plasma portion, compatible with an AHG defect, 
when a thromboplastin generation test was per- 
formed after two findings of abnormal clotting time 
but normal bleeding time. The abnormality of co- 
agulation in this patient appears to be identical 
with that of classical hemophilia (AHG defect) in 
the male. This diagnosis initially was obscured by 
the normal clotting time, a finding not uncommon 
in this disorder. Therefore, a thromboplastin regen- 
eration test should be done on all patients with an 
unexplained prolonged bleeding time when the 
clotting time is normal. 
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SURGERY 


Pseudoaneurysm of the Left Ventricle. Diagnosis 
by Direct Cardioangiography: Report of Two Cases 
Successfully Repaired. R. C. Smith, H. Goldberg 
and C. P. Bailey. Surgery 42:496-510 (Sept.) 1957 
[St. Louis]. 


The term pseudoaneurysm refers to a false 
aneurysmal sac whose walls are formed by peri- 
cardium and/or adjacent extracardiac tissue and 
whose interior communicates with the ventricular 
lumen through the site of the previous cardiotomy 
incision. It is believed that this is the first report in 
the medical literature of a successful correction of 
a false ventricular aneurysm. The development of 
cardiac decompensation and the appearance of a 
previously nonexistent bulge in the cardiac x-ray 
silhouette in a patient who has had a previous 
ventricular myotomy suggests the presence of a 
pseudoaneurysm of the ventricle. The radiologic 
differential diagnosis must be made from pulmo- 
nary tumors, localized pericardial effusion, peri- 
cardial cyst, aneurysm of the aorta, and the 
true left ventricular aneurysm—a differentiation 
readily made by direct cardioangiography as over 
conventional angiocardiography. Prolonged obser- 
vation of these lesions can result only in an increase 
in their size and the ever-increasing danger of left- 
ventricular failure and/or rupture of the aneurysm 
and sudden death. X-rays of greater detail and 
contrast are obtained by injecting radio-opaque dye 
directly into the left side of the heart, making possi- 
ble a highly accurate diagnosis of a variety of 
lesions, including intra-atrial tumors, ventricular 
septal defects, aneurysm of the ventricle, and 
aneurysm of the aorta or sinus of Valsalva. 

Two communications between the ventricle and 
the false ventricular aneurysm were found in the 
first patient reported and a single communication, 
6-8 mm. in diameter, in the second. After the 
aneurysmal sac had been incised within the confines 
of a purse string suture, these communications were 
closed by mattress sutures with the operator's finger 
tip used to tamponade the blood flow. The proce- 
dure varied somewhat in the first patient, in whom 
2 defects were found within the single false 
aneurysmal sac, either of which but not both could 
be effectively controlled by finger tamponade. In 
this instance the wall of the aneurysm formed by 
the pericardium was sutured to the ventricular 
surface about the more caudad of the defects as a 
temporary patch, utilizing a technique similar to 
that in the treatment of atrial septal defects by 
atrioseptopexy. The aneurysm then was opened 
widely and each defect repaired individually. Clo- 
sure methods of these lesions must take into account 
(1) the friable nature of the myocardium sometimes 
found in association with extreme ventricular hyper- 
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trophy and heart failure and (2) the stresses placed 
on ventricular incisions in order that this complica- 
tion does not recur. 


Confusion of Tricuspid Incompetence with Mitral 
Insufficiency: A Pitfall in the Selection of Patients 
for Mitral Surgery. D. P. Schilder and P. Harvev. 
Am. Heart J. 54:352-367 (Sept.) 1957 [St. Louis]. 


Five patients with severe mitral stenosis asso- 
ciated with tricuspid incompetence are reported. 
Mitral insufficiency was at first suspected because 
of a loud systolic murmur in the apical area. This 
murmur was loudest along the lower left portion 
of the sternal border and xiphoid region and in- 
creased in intensity on deep inspiration. Atrial 
fibrillation, advanced failure of the right side of the 
heart, loud functional pulmonic murmurs, and other 
physical signs of tricuspid incompetence were ob- 
served. Cardiomegaly was greater than is usual in 
mitral stenosis because of more advanced right 
ventricular hypertrophy. At surgery, severe mitral 
stenosis without mitral insufficiency was discovered. 
The operation was followed by uniformly good 
results in the 5 patients. 


Problems in the Surgical Management of Thymic 
Tumors. L. Soutter, S. Sommers, A. S. Relman and 
C. P. Emerson. Ann. Surg. 146:424-438 (Sept.) 1957 
[Philadelphia]. 


The authors report on 13 patients with thymoma 
in whom a correlation was made between pathology, 
clinical behavior, and treatment. One of the 13 
tumors was classified as trabecular adenoma, 3 
reticular perithelial spindle cell adenoma, 1 glandu- 
lar adenoma, and 1 adenosquamous tumor. Among 
the carcinomatous neoplasms, 1 each of the fol- 
lowing tumors was found: trabecular, reticular 
perithelial spindle cell, reticular clear cell, glandu- 
Jar, and squamous. A lymphosarcoma and a malig- 
nant lymphocytoma were also found. Seven of the 
13 tumors were classified as malignant on the basis 
of an aplasia or local invasion. One of the patients 
with malignant tumor had 2 intrathoracic implants. 
Two other patients had microscopic evidence of 
embolic spread to lymph nodes isolated from the 
tumor mass. One of these also had suggestive evi- 
dence of a blood-borne metastasis in the form of a 
sharply localized pain occurring in the sacrum 
which disappeared after radiotherapy and adminis- 
tration of nitrogen mustard. 

Clinical thymomas are difficult both to diagnose 
and to treat. Transthoracic exploration through the 
sternum or the side of the thorax towards which 
the tumor projected provided a satisfactory ex- 
posure for diagnosis of 5 benign and 4 malignant 
tumors. The 4 remaining tumors were diagnosed 
microscopically at autopsy. Evidence of malignancy 
was suggested by the presence of the superior vena 
cava syndrome in 4 patients with malignant tumors. 
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It was absent in all of the patients with benign 
growths and in 3 whose thymic carcinoma was 
located in the lower mediastinum. Six of the patients 
with thymic cancer had had pneumonia or lung 
abscess, 2 with benign growths also showed this 
All patients with malignant thymoma and 3 without 
cancer had chest pain of variable nature. 

Only 1 malignant tumor, a reticular sarcoma, was 
completely resectable, but some pericardium had 
to be removed with the tumor. This patient is alive 
and well after 4 years. A complete resection, includ- 
ing pericardium and left lung, was feasible in an 
other patient, but the patient died of cardiac arrest 
Enough of the thymic carcinoma was removed in 
a third patient to relieve compression of the vena 
cava, but extensive involvement of the hilum of the 
left lung and great vessels prohibited more com- 
plete extirpation. The other 4 patients were proved 
to have inoperable tumors, 1 at the time of surgery 
and 3 at autopsy. Three patients with malignant 
tumors died without operation, 1 of pneumonia 
caused by compression of both major bronchi, 1 of 
mvasthenia gravis complicated by pneumonia, and 
1 of a lung abscess secondary to bronchial obstruc- 
tion. Surgical resection of the benign tumors posed 
no unusual problems. Of the 5 patients so treated, 
2 are alive and well; three died. None had any 
evidence of recurrent tumor. 

One of the 13 patients with solid thymic neo- 
plasm had myasthemia gravis. This disease devel- 
oped after resection of a thymoma in another. One 
patient had Cushing’s syndrome, 2 had hypoplastic 
anemia, and agammaglobulinemia later developed 
in 1 of these. The effect of thymectomy on myas- 
thenia gravis is unpredictable; it has been harmful 
on Cushing’s syndrome, but it is often helpful in 
hvpoplastic anemia. It is of no known benefit in 
agammaglobulinemia. The frequent development 
of malignancy in thymoma is considered an indi- 
cation for its removal whenever possible. The 
responsiveness of some thymic tumors to irradia 
tion and to hormone therapy suggests this treatment 
as an alternative when adequate surgical treatment 
is impossible. 


Carcinoma of the Lung: Factors which Influence 
Five Year Survival with Special Reference to Blood 
Vessel Invasion. F. C. Collier, W. S. Blakemore, 
R. H. Kyle and others. Ann. Surg 146:417-423 (Sept.) 
1957 [Philadelphia]. 


The authors report on 600 patients with carci- 
noma of the lung. Of these patients, 256 were con- 
sidered inoperable because of associated disease o1 
extent of the lesion. The remaining 344 were sub- 
jected to exploratory thoracotomy; 118 were deemed 
to be inoperable and 226 (38% of the original group) 
were subjected to pulmonary resection. Sixteen of 
the 226 died in the hospital, an operative mortality 
of 7%. One hundred of the 226 patients underwent 
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pulmonary resection 5 or more years ago. The oper- 
ative mortality in this group was the same as in the 
over-all series. A 100% follow-up obtained in this 
group showed that the 5-year survival rate was 25% 
of those subjected to resection, 26.8% of those sur- 
viving resection. 

The presence or absence of blood vessel invasion 
by the tumor, as seen in the surgical specimen on 
microscopic examination, appeared to have a pro- 
found influence on survival; 75% of the patients 
without blood vessel invasion survived 5 years as 
compared to 6% of those with blood vessel invasion. 
In the presence of blood vessel invasion, the 5-year 
survival rate was not significantly influenced by the 
presence or absence of lymph node invasion. The 
5-year survival rate among patients with neither 
blood vessel invasion nor lymph node _ invasion 
was 83%. 


Surgical Treatment of Ruptured Aneurysms of the 
Sinus of Valsalva. C. W. Lillehei, P. Stanley and 
R. L. Varco. Ann. Surg. 146:459-472 (Sept.) 1957 
[Philadelphia]. 


Three patients, 1 11-year-old girl, 1 19-year-old 
girl, and 1 37-year-old man, with ruptured congeni- 
tal aneurysms originating in the aortic sinus were 
operated on. In the 2 girls, the aneurysmal sac 
originated from the right aortic sinus and presented 
in the right ventricle. In the man, the aneurysm 
originated in the posterior (noncoronary) sinus and 
terminated in the right atrium. A sudden onset of 
abdominal or chest pain and paroxysmal tachycar- 
dia and the presence of a continuous murmur and 
thrill which had not been present before were asso- 
ciated with the occurrence of the rupture in the 2 
adult patients. A prominent systolic murmur and 
thrill had persisted in the 11-year-old child after a 
previous operation which was performed at the age 
of 8 years when a tentative diagnosis of patent 
ductus arteriosus was made. Cardiac catheteriza- 
tion, fluoroscopy of the heart, and chest roent- 
genograms confirmed the diagnosis of ruptured 
aneurysms of the aortic sinus preoperatively in all 
3 patients. Total cardiopulmonary bypass with the 
use of the bubble diffusion oxygenator and pump 
in connection with retrograde coronary perfusion 
or potassium citrate asystole permitted reparative 
procedures under direct vision. It is almost certain 
that had not these lesions proved correctable the 
life spans of the 3 patients would have been con- 
siderably shortened. They are leading normal lives 
after the successful surgical intervention. Total 
cardiopulmonary bypass utilizing an extracorporeal 
circulation makes it now possible to treat by re- 
section aneurysms located anywhere in the aorta, 
from its origin at the annulus fibrosus of the aortic 
valve distally to its termination. Correction of rup- 
tured aneurysm of the aortic sinus may well prove 
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as sound a procedure as the curative operation for 
a patent ductus arteriosus, and it should be carried 
out the moment its diagnosis is confirmed. 


Traumatic Ventricular Septal Defect: Report of a 
Case Treated Successfully. D. E. Mahaffey, R. 
Schramel and O. Creech Jr. J. Louisiana M. Soc. 
109:321-325 (Sept.) 1957 [New Orleans]. 


The patient, a 21-year-old Negro male, was 
brought to Charity Hospital approximately 15 
minutes after having been stabbed anteriorly in the 
left upper side of the chest. The patient was anes- 
thetized, and, upon insertion of an endotracheal 
tube, cardiac arrest occurred. The left side of the 
chest was immediately opened, and spontaneous 
rhythm returned after the heart was “massaged” 
3 times. The left pleural space was filled with blood, 
and there was bleeding from a perforating wound 
of the left upper lobe. Blood was noted to squirt 
from a laceration 1.5 cm. in length in the pericar- 
dium. While the bleeding from the left upper lobe 
was being controlled with pressure, the pericardium 
was incised, and a laceration approximately 1 cm. 
in length in the outflow tract of the right ventricle 
was observed. The laceration in the heart was 
closed, and the wounds in the left upper lobe were 
sutured. At this point, the patient, having received 
17 pints of blood, manifested acute pulmonary 
edema. Edema fluid was aspirated from the endo- 
tracheal tube, and the heart was somewhat dilated. 
The patient was digitalized, positive pressure infla- 
tion of the lungs was continued, and approximately 
400 cc. of blood was withdrawn from the venous 
circulation with noticeable improvement. Postoper- 
atively, he had a moderate elevation of temperature 
and a moderate tachycardia. As early as the secon: 
postoperative day, a rather harsh systolic murmur 
was audible over the precordium, and, subse- 
quently a systolic thrill could be felt in the same 
region. The possibility of this representing the mur- 
mur of an acquired ventricular septal defect was en- 
tertained. However, the patient continued to im- 
prove and was discharged 4 weeks after admission. 

The patient was readmitted to the hospital ap- 
proximately 2 weeks later for cardiac catheteriza- 
tion, which revealed evidence of a left-to-right 
shunt at the ventricular level, localized in the out- 
flow tract of the right ventricle just below the 
pulmonary valve. At operation 1 week later, an 
extracorporeal circuit was established and the cava 
were occluded. A defect 1 cm. in diameter, located 
about 2 cm. proximal to the pulmonary valve, was 
closed, and the incision into the ventricle was 
closed. The ventricle was open for 6’ minutes and 
the perfusion lasted for 16 minutes. The cava 
catheters were removed and the auricular append- 
age ligated. The pericardium was loosely approxi- 
mated and a tube was left in each pleural space for 
drainage. The patient was discharged from the 
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hospital 12 days later. At the time of his discharge, 
his vital signs had been normal for several days and 
he was completely asymptomatic. Subsequent car- 
diac catheterization no longer demonstrated a shunt 
between the ventricles. 


Spontaneous Rupture of the Stomach in the New- 
born: A Report of Two Cases. J. B. Moore and 
L.. Chan. Surgery 42:484-486 (Sept.) 1957 [St. Louis]. 


Spontaneous rupture or perforation of the stom- 
ach is rare as a cause of morbidity and mortality in 
the newborn; only 70 cases have been reported to 
date, and all but 1 have been discovered at post- 
mortem examination. The cause of this clinical 
entity has not been definitely proved, although a 
congenital defect of the gastric musculature is 
prominent among the causes mentioned in the liter- 
ature. The defect occurs primarily along the greater 
curvature of the stomach near the cardia, which is 
the site of the greatest number of spontaneous 
gastric perforations in the newborn. More than 50% 
of the cases have occurred in premature infants, an 
incidence which is not well understood. The onset 
of perforation is predominantly within the first 
week of life, is preceded by normal stools progress- 
ing from the meconium type to milk stools, is 
usually associated with restlessness and emesis, and 
is followed subsequently by poor feeding on the 
part of the infant. Melena and hematemesis after 
the onset are more common when peptic ulceration 
of the stomach is the etiological cause. Abdominal 
distension, associated with cyanosis and dyspnea, 
is probably the most important sign of perforated 
viscus in the newborn. A normal white blood count 
and temperature are not unusual. Edema of the 
anterior abdominal wall and flanks may be found 
and lead to a mistaken diagnosis of bacterial peri- 
tonitis secondary to omphalitis. The most important 
single aid in diagnosis is x-ray of the abdomen, 
including upright and lateral decubitus films, since 
free intraperitoneal air is pathognomonic of a per- 
forated viscus. Prompt surgery is the only treat- 
ment for spontaneous gastric perforation in the 
newborn, since the mortality rate may be correlated 
with the amount of time elapsing between perfora- 
tion and surgical intervention. 


Intra-abdominal Complications Following Distal 
Subtotal Gastrectomy for Benign Gastroduodenal 
Uleerations. C. W. Pearce, G. L. Jordan and M. E. 
DeBakey. Surgery 42:447-461 (Sept.) 1957 [St. 
Louis]. 


During a 6-year period, 406 gastric resections 
were performed on 403 patients. Of these, 384 were 
for duodenal ulcer, 63 for gastric ulcer, and 19 for 
marginal ulcer. The youngest patient was 22 years 
of age and the oldest 79; all of the patients but 1 
were male. Gastrointestinal continuity was main- 
tained after gastric resection by gastrojejunostomy 


MEDICAL LITERATURE ABSTRACTS 2229 


prior to 1953, after which time gastroduodenostomy 
was used in approximately 30% of the cases. The 
Hofmeister modification was utilized in 80% of those 
patients treated by gastrojejunostomy, and the 
anastomosis was placed in the antecolic position in 
70% of the same patients. The area of ulceration 
was excised in all of the patients with gastric and 
marginal ulcers and in 233 of the patients with 
duodenal ulcers, being left intact or only partially 
excised in 67. Alternate procedures in lieu of 
gastrectomy included catheter duodenostomy, 2 
state gastrectomy, and transection proximal to the 
pylorus with excision of the remaining gastric 
mucosa. There were 11 deaths in the entire series. 
all occurred in patients treated for massive hemor 

rhage and ten in patients with duodenal ulcers. No 
fatalities occurred in patients treated for perfora 
tion, obstruction, or intractability. Intra-abdominal 
complications were directly responsible for 1 death 
(peritonitis from a leaking gastroduodenal anasto- 
mosis) and contributed indirectly to 2 others (27.3' 

of the fatalities); 4 other deaths were cardiac in 
cause. Sixty intra-abdominal complications (14.8' 

occurred in 53 patients; these complications in 
cluded gastrointestinal bleeding, leakage of gastro 
duodenostomy, leaking duodenal stump, injury to 
the pancreas and biliary tree, intestinal obstruction 
intra-abdominal infection, laceration of the spleen 
esophagitis with stricture, a small intestinal fistula 
tion, and granulation about a leaking duodenal 
stump. No useful data for the comparison of gastri: 
and duodenal ulceration were available in the 
collected series; however, in the authors’ own ex 
perience there were no deaths reported following 
resection for gastric ulcers, and the incidence of 


intra-abdominal complications was only 3.2% 


Simple Closure for Perforated Peptic Ulcer. J. | 
McCaughan and R. F. Bowers. Surgery 42:476-484 
(Sept.) 1957 [St. Louis]. 


In 277 instances of perforated peptic ulcer treated 
during a 10-year period, 262 patients were treated 
with simple closure or plication as the emergency 
operation. There were 9 deaths in the entire group, 
but only 4 deaths (1.5%) occurred as a result of a 
simple closure or plication of duodenal ulcer. This 
was achieved in spite of the fact that many patients 
were treated hours after perforation and many 
were elderly or in poor condition otherwise. Two of 
the 4 deaths were the result of an overwhelming 
bacterial peritonitis. These were patients with duo- 
denal ulcers plicated 23 and 48 hours postperfor- 
ation respectively. One other patient with bilateral 
far-advanced pulmonary tuberculosis died on the 
4th postoperative day from massive hemorrhage of 
the plicated duodenal ulcer. The 4th death was that 
of a patient who died of a suppurative pericarditis 
secondary to a subphrenic abscess. Wound infec- 
tion, pelvic abscess, paralytic ileus, pyloric obstruc- 
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tion, and empyema are among the 40 complications 
(15.2%) attributable to the disease or the operation. 
Atelectasis, plebothrombosis, and pleural effusion 
are complications that may appear in any type of 


major surgery. Early morbidity is not particularly . 


alarming when one considers that this procedure is 
performed in the presence of proved bacterial 
peritonitis or at least potential infection. The 2 in- 
stances of pyloric obstruction and gastrointestinal 
hemorrhage are considered to be significantly low, 
reflecting the skill of the operators. Follow-up stud- 
ies showed that 64 patients (40%) required definitive 
gastric surgery later, and in 60% the disorder was 
satisfactorily controlled by medical management; 
it is further predicted that 10-20% more of these 
patients will require surgery in the future. The 
number of subsequent operations is, however, still 
substantially less than that submitted by others. Of 
the 64 patients who underwent subsequent opera- 
tions, there were no deaths, which establishes the 
safety of the secondary procedure. 


The Risk of Gastric Cancer After Medical Treat- 
ment for Gastric Ulcer. R. Doll, F. A. Jones, F. Py- 
gott and J. L. Stubbe. Gastroenterologia 88:1-12 
1957 (In English) [Basel, Switzerland]. 


Some surgeons are of the opinion that gastric 
ulcers should be treated surgically because of the 
not uncommon recurrence of symptoms after medi- 
cal treatment and because of the possibility that 
the ulcer may be malignant. The question to be 
answered is whether or not all patients should be 
subjected to an operation which has a certain 
amount of mortality and which gives rise, in a small 
proportion of cases, to postoperative morbidity, 
when this may delay operations for those in whom 
an operation is needed. The authors reviewed all 
patients at 1 hospital over a 2-year period in whom 
the diagnosis of a benign gastric ulcer was con- 
sidered for the first time. A diagnosis of a benign 
ulcer was made in 307 patients. During the same 
period, the diagnosis of cancer of the stomach was 
made in 126 other patients; these latter patients 
were not included in the series, since they were not 
at any time during the period thought to have a 
benign ulcer. 

The 307 patients diagnosed as having a benign 
ulcer were divided into 3 groups: (1) 22 patients in 
whom the diagnosis was established at the outset 
as the result of an emergency partial gastrectomy 
for hemorrhage or perforation, (2) 266 patients in 
whom the diagnosis was established with confi- 
dence, and (3) 19 patients in whom it was recog- 
nized that the possibility of a malignant lesion had 
not been completely excluded. In the course of a 
3-year follow-up study, the diagnosis was changed 
to cancer of the stomach in 5 cases: none in the 
first group, 1 in the second (0.4%), and 4 in the third 
(21%). It is concluded that a benign gastric ulcer 
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can be distinguished from a malignant ulcer with 
confidence in the great majority of cases and that 
the risk of misdiagnosis has not proved great 
enough to justify recourse to surgery as a routine 
treatment. The finding of persistent achlorhydria 
during the 12 hours following a test meal or of a 
large ulcer at or distal to the angulus, is a useful 
indication that an apparently benign ulcer may be 
malignant. 


Visceral Manifestations of Occlusive Disease of the 
Intestinal Blood Vessels. G. H. Pratt. Am. J. Gas- 
troenterol. 28:280-297 (Sept.) 1957 [New York]. 


The author reports on 9 male and 9 female pa- 
tients, between the ages of 7 and 94 years, with 
mesenteric thrombosis. The type of vascular oc- 
clusion causing the mesenteric thrombosis was in- 
terpreted to be arterial in 11 patients (61.1%) and 
venous in 7 (39.9%). The arterial occlusion was 
thrombotic in 10 patients, and it was caused by an 
embolus in 1 patient with rheumatic heart disease 
and auricular fibrillation. The period before opera- 
tion and after the onset of the arterial occlusion 
varied from 1 to 7 days and averaged 3. The diav- 
nosis of venous occlusion was made from 1 to 10 
days after its onset (the average was 7.4 days). 
Eight (72.7%) of the 11 patients with arterial oc- 
clusion operated on died. From 5 to 25 feet of in- 
testine were resected in the patients. One patient 
had a resection of all the small intestine from 5 
inches below the ligament of Treitz, and he sur- 
vived 80 days; this patient made a surgical recovery 
but died of his generalized heart disease compli- 
cated by the loss of the small intestine. The patients 
who were operated on promptly recovered. 

Four of the 7 patients with venous occlusion re- 
covered. This surprisingly high figure was accounted 
for by the fact that the suspicion of the lesion led 
to an early diagnosis. One of these patients had had 
a previous thrombosis of the mesenteric vein which 
directed the attention of the surgeon to this diag- 
nosis immediately. Two other patients had had a 
history of repeated clotting episodes, and the diag- 
nosis was suspected on admission. These diagnoses 
and recoveries suggest that, in a patient with vacue 
but continuing signs of intestinal obstruction, ex- 
ploration should be performed early, especially if 
abnormal venous clotting has occurred previously. 
When embolectomy for embolic mesenteric occlu- 
sion is used more often, it will reduce the mortality 
rate. It is indicated in any patient who shows 
fibrillation and signs of mesenteric occlusion. 


Antibiotics and Colon Surgery. I. Cohn. Am. J. Gas- 
troenterol. 28:298-310 (Sept.) 1957 [New York]. 


A l-layer end-to-end anastomosis of the colon 
with complete devascularization of 1 side of the 
anastomosis was performed in 3 series of dogs. In 
the first series, the animals did not receive preoper- 
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tive preparation; 8 dogs received antibiotics post- 
peratively into the lumen of the intestine and 
yenicillin by parenteral route for 168 hours, while 
the other dogs did not receive postoperative anti- 
biotics. In the second series, fifteen dogs were pre- 
pared for 3 days by starvation, laxatives, and 
enemas to provide mechanical cleansing comparable 
to that employed in patients for elective colon sur- 
gery; five dogs received antibiotics postoperatively 
into the lumen of the intestine and penicillin par- 
enterally, and 10 dogs did not receive antibiotics 
postoperatively. In the third series, 21 dogs had 
mechanical cleansing and were given antibiotic 
therapy for 3 days before the operation; 10 animals 
received intraluminal antibiotics postoperatively, 
and 11 animals received no postoperative antibi- 
otics. Results showed that each method of preopera- 
tive preparation played a role in improving the 
safety of elective colon surgery. It is thought that 
the function of antibiotics, under the circumstances 
of the experiments, is to inhibit bacterial growth 
long enough to permit the wall of the intestine to 
revascularize and heal. If the bacterial population 
can be controlled during the first 48-72 hours after 
the anastomosis, sufficient revascularization can oc- 
cur to permit the intestine to heal. Since the 
intestine in human patients should not be devas- 
cularized, antibiotics should function to aid healing 
of anastomosis by inhibiting bacterial growth and 
the edema and other reactions to the bacterial 
growth. Thus, there are 2 times when antibiotics 
play a role in elective surgery of the colon: 1 is in 
reducing the bacterial population before surgery, 
the other is in maintaining a lowered bacterial flora 
after surgery. The experiments indicate that pre- 
operative administration of antibiotics does not 
inhibit bacterial growth beyond the first day after 
the cessation of the antibiotic therapy. Therefore, 
it would seem worthwhile to continue administra- 
tion of antibiotics in the postoperative period. 
Various agents for preoperative preparation of the 
colon were compared under standard conditions of 
patient care and bacteriological analysis. According 
to the results obtained, the antibacterial agents 
were divided into 3 categories. Chlortetracycline 
(Aureomycin), oxytetracycline (Terramycin), tetra- 
cycline (Achromycin), a proprietary combination of 
tetracycline and nystatin (Mysteclin), chlorampheni- 
col (Chloromycetin), novobiocin (Cathomycin), 
chlorquinaldol (Sterosan), phthalylsulfathiazole 
(Sulfathalidine) and succinylsulfathiazole (Sulfasuxi- 
dine) belongs to the first category and are not 
recommended. Neomycin, chlorquinaldol combined 
with neomycin, and a proprietary combination of 
oxytetracycline and neomycin (Enterobiotic) belong 
to the second category and provided satisfactory 
reduction of the bacterial flora of the colon for pre- 
operative preparation. Combinations of nystatin and 
neomyciu, phthalylsulfathiazole and neomycin, and 
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tetracycline and neomycin belong to the third cate 
gory and gave the best results for preoperative 
preparation of the colon. 

Sixty-six patients undergoing colon surgery were 
prepared routinely for 3 days before the operation 
as follows: they were placed on a low residue diet, 
given a cathartic the first day, daily enemas, and 200 
mg. of tetracycline and 1 Gm. of neomycin every 
hour for 4 hours, then every 6 hours for 72 hours 
At operation 5 Gm. of a sterile surgical powder con- 
taining 250 mg. of tetracycline and 1.25 Gm. of 
neomycin was placed in the intestine to provide an 
immediate intraluminal antibiotic level. For 5 days 
postoperatively, the patients received, through a 
plastic tube inserted into the colon, 150 mg. of tetra- 
cycline and 750 mg. of neomycin 3 times daily. The 
results in the patients were a smoother postopera- 
tive course and a more rapid return of normal gas- 
trointestinal function. There were no side-effects in 
51 patients. The remaining 15 patients complained 
of nausea 13 times, vomiting 6 times, and diarrhea 
and cramps. 


Carcinoma of the Adrenal Cortex Without Endo- 
crine Effects. K. F. Wood, F. Lees and F. D. Rosen 
thal. Brit. J. Surg. 45:41-48 (July) 1957 [Bristol, 
England]. 


The authors report on 7 men and 1 woman, be- 
tween the ages of 34 and 72 years, with adrenocor- 
tical carcinoma without apparent secretion of 
hormones. Twenty-seven additional cases of this 
type of malignant tumor were collected from the 
literature. Pyrexia was a specific feature in all 8 
patients and in 11 of the 27 patients previously 
reported on. Of the 35 patients, 23 complained of 
pain in the loin or hypochondrium. A fatigue syn- 
drome consisting of weakness, malaise, sweating, 
weight loss, and anorexia often occurred long be- 
fore the tumor was clinically manifested. An ab- 
dominal mass was palpable in only 11 (31%) of the 
35 patients. The diagnosis of adrenocortical car- 
cinoma without hormone effects must, therefore, 
always be considered when investigating pyrexia of 
undetermined origin. 

The treatment of these tumors is radical surgical 
extirpation; this was performed in 4 of the 8 pa- 
tients. Microscopic examination of the operative or 
autopsy specimen revealed necrosis and hemorrhage 
as constant findings. These were also reported by 
others, who considered them as evidence of rapid 
growth of the tumor. In 1 of the 8 patients who was 
alive and clinically free from metastases 9 months 
after the removal of the tumor, the carcinoma was 
found to be still encapsulated in the operative speci- 
men after symptoms had been present for many 
months, suggesting that late diagnosis rather than 
rapid growth may sometimes be responsible for the 
frequent presence of local and distant metastases. 
In another patient who was operated on for a small 
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tumor in the left upper pulmonary alveolus, this 
solitary metastasis in the lung was considered to be 
the primary growth before autopsy revealed a 
highly anaplastic carcinoma of the adrenal cortex 
with many areas of necrosis and hemorrhage. A 
plain roentgenogram of the abdomen and an ex- 
cretory urogram, which may show downward dis- 
placement of the kidney or a compression deformity 
of the upper calices, proved to be most helpful 
diagnostic means. Further assistance may be obtain- 
ed from perirenal air insufflation and aortography. 


Primary Lymphoedema: Clinical and Lymphangio- 
graphic Studies of a Series of 107 Patients in Which 
the Lower Limbs Were Affected. J. B. Kinmonth, 
G. W. Taylor, G. D. Tracy and J. D. Marsh. Brit. J. 
Surg. 45:1-10 (July) 1957 [Bristol, England]. 


The authors report clinical and lymphangio- 
graphic findings in 77 female and 30 male patients 
with lymphedema of the lower extremities. Of the 
107 patients, 82 had lymphedema praecox and 12 
had congenital lymphedema. The edema appeared 
before the age of 35 years. A history of swelling of 
the extremities in members of their families was 
elicited in 18 patients (17%). In 2 of the 18 patients, 
the edema was both congenital and familial. The 
edema appeared after the age of 35 in 13 patients; 
the term lymphedema tarda is suggested for the 
disease of these patients to signify its retarded or 
late development. Associated congenital malforma- 
tions were observed in 14 patients. The commonest 
associated anomaly was a malformation of blood 
vessels, which was present in 7 of the 14 patients. 
One lower extremity only was affected by edema 
in 47 patients, both lower extremities only in 44, 
and at least 1 lower extremity and other areas of 
the body in 16. 

In 17 patients there was a history of a precipitat- 
ing factor, such as surgical intervention, injuries, 
pregnancy, and cellulitis, which might have caused 
only transient edema in a normal person. It suggests 
that there is some addition factor responsible. Lym- 
phangiographic studies which were performed in 
87 patients revealed malformation of lymph-vessels 
as the additional factor in these patients. Hypo- 
plasia of the lymph-trunks, which were deficient in 
size, number, or both, was observed in 49 patients. 
Aplasia of lymph-trunks was found in 12 patients. 
Varicose, dilated and tortuous lymph-trunks were 
observed in 21 patients. Dermal backflow of lymph 
from the deeper trunks into the dermal plexus alone 
was observed in 5 patients. The result of lymphatic 
dysfunction is accumulation in the tissue spaces of 
substances of a molecular size large enough to make 
their return to the blood stream through the capil- 
lary walls difficult. Protein accumulation occurs in 
the tissue spaces if lymphatic drainage is inefficient, 
with consequent water retention and edema. 
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NEUROLOGY & PSYCHIATRY 


Thyrotoxic Myopathy with Disturbance of Potas- 
sium Metabolism. H. Collings Jr. and W. F. Lien- 
hard Jr. Neurology 7:667-669 (Sept.) 1957 [Minne- 
apolis]. 


Muscle weakness is a common symptom and oc- 
casionally the most disabling manifestation of hy- 
perthyroidism. That thyrotoxic myopathy may occur 
with little or no clinical evidence of hyperthvroid- 
ism, particularly in older patients, is demonstrated 
by the 48-year-old man whose history is described. 
Thyroid evaluation as a routine in patients with 
muscle disorder of obscure etiology led to the 
proper diagnosis of a treatable disease, with com- 
plete restoration to normal health. The simple lab- 
oratory and clinical studies of carbohydrate and 
potassium metabolism led the authors to initiate 
potassium chloride therapy with an almost immedi- 
ate “cure” of the muscle weakness while the long- 
range treatment of hyperthyroidism was underway. 

The exaggeration of weakness by carbohydrate 
ingestion and the rather marked change in the 
glucose tolerance curve with the treatment of hy- 
perthyroidism suggest that altered potassium me- 
tabolism may be related to altered carbohydrate 
metabolism. Potassium and glucose tend to move 
out of and into the blood together; potassium is 
thought to play a part in the intermediary metabo- 
lism of glucose to glycogen; and the deposition of 
glycogen in the liver as accompanied by the deposi- 
tion of potassium. Potassium also is liberated with 
lactic acid from muscle tissue during muscular 
activity as muscle glycogen is utilized. Perhaps the 
altered carbohydrate metabolism in hyperthyroid- 
ism decreases the potassium available for the 
resynthesis of phosphocreatine and adenosin-tri- 
phosphate and hence results in muscle weakness. 


Chlorpromazine and Diethylstilbestrol in Severe 
Mentally Deficient Patients with Malignant Mas- 
turbatory Problems. H. W. Geyer. Delaware M. J. 
29:201-202 (Aug.) 1957 [Farnhurst]. 


In 2 brothers with an idiot mentality, 35 and 30 
vears of age respectively, masturbation had been a 
serious problem for 15 years. Treatment with seda- 
tives and with occupational therapy had proved in- 
effective on a number of occasions. Both patients 
had resided in a cottage for the most emotionally 
disturbed and untidy patients. They were given 
chlorpromazine hydrochloride intramuscularly in 
doses of 50 mg. 4 times a day, and diethylstilbestrol 
in doses of 5 mg. on arising and at bedtime. The 
brothers improved to such an extent that they could 
be transferred to a ward for less disturbed patients. 
Their appetite improved, they slept better, and their 
tidiness was slightly improved. After improvement 
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had been established, they were given a mainte- 
nance dose of 25 mg. of chlorpromazine and 5 mg. 
of diethylstilbestrol daily. At the end of 2 months, 1 
of the brothers showed signs of return to the former 
behavior, and the dosage was temporily increased 
to 50 mg. of chlorpromazine 3 times a day and 5 mg. 
of diethylstilbestrol twice a day. Within 2 weeks 
a return to the maintenance dose was possible. 
Periodical examinations for side-effects of the medi- 
cation revealed none. The habits of the brothers 
have been channeled into recreational activities. 


Nervous, Allergic Reaction to the Antitetanic Serum 
in a Patient with Meningococcic Meningitis. F. Cor- 
sini. Clin. pediat. 39:243-250 (April) 1957 (In Italian) 
Bologna, Italy]. 


A 15-month-old infant developed symptoms of 
meningococcus meningitis 2 days after having been 
given small doses of antitetanic serum and 1 day 
after injection of tetanus antitoxin. On the 4th day 
after appearance of meningitis, symptoms of acute 
cerebral edema appeared: loss of consciousness, 
stupor, loss of tendon and cutaneous reflexes, tris- 
mus, and spasms of the left side of the body. Spasms 
receded promptly after administration of 20 mg. of 
chlorpromazine (Largactil). Signs of cerebral edema 
subsided the following day. The patient was dis- 
charged 15 days after her admission to the hospital. 
It seems that the edematous condition was the 
allergic reaction to the serum or to the antitoxin, 
facilitated by the process of the encephalitic and 
meningitic inflammation. Another possibility would 
be that the serum reciprocally increased the effect 
of bacterial (meningococcic) toxins, which in turn 
also were able to cause serum sensitivity. Thus the 
combined serum and toxin effects might have caused 
the edematous reaction, which would have not oc- 
curred with their isolated actions. 


PEDIATRICS 


Experiences with Chickenpox in Patients with 
Hematologic Disease Receiving Cortisone. W. W. 
Nichols. A. M. A. J. Dis. Child. 94:219-223 (Sept.) 
1957 [Chicago]. 


Cortisone and corticotropin have little effect on 
previously acquired immunological resistance. In 
varicella and other infections lacking specific ther- 
apy, occurring in a patient who is already on steroid 
therapy, the immunity has not been acquired and is 
probably modified in association with inhibition of 
inflammation. This may predispose the patient to 
generalized spread and a fulminant course of the 
disease. Cortisone appears to be responsible for the 
increased severity of the virus exanthemata. Three 
cases of varicella in patients with hematological dis- 
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orders, of whom 2 had basic leukemia and | aplastic 
anemia, are presented. Two died during the acute 
illness; they were taking more than 50 mg. of cor- 
tisone per day when they contracted varicella. The 
immediate cause of death appeared to be varicella 
The patients who had been taking 50 mg. or less 
per day when they contracted varicella and rubeola 
made an uneventful recovery. The dosage, rather 
than the duration of cortisone therapy, seemed to 
be the determining factor. However, complete with- 
drawal of steroid therapy after prolonged use in 
high dosages may induce adrenal insufficiency. In 
patients developing measles or chickenpox while 
receiving high doses of cortisone or cortisone-like 
substances, the doses were immediately reduced to 
an estimated physiological stress level. The dose 
initially used was 25 mg. of cortisone per day in 
divided doses, which could be raised to 50 mg. per 
day. Large doses of gamma globulin should be used 
for patients with measles and convalescent varicella 
serum for those with chickenpox. Cortisone may en 
hance the spread and recrudescence of dormant 
tuberculosis. Prophylactic antituberculosis therapy 
in leukemic patients with a positive tuberculin test 
or family history of tuberculosis is proposed. 


Pentylenetetrazol (Metrazol) in Mental Deficiency. 
H. H. Berman, M. Lazar, O. Noe and H. Schiller. 
A. M. A. J. Dis. Child. 94:231-233 (Sept.) 1957 
[Chicago]. 


Pentylenetetrazol (Metrazol) has reduced confu- 
sion and caused a feeling of well-being in many 
senile and arteriosclerotic patients. The beneficial 
effects have been attributed to increased metabo- 
lism in the brain. Giessen pointed out that penty- 
lenetetrazol increases the cerebral circulation and 
the amount of oxygen taken up. The authors ad- 
ministered pentylenetetrazol to 3 groups of retarded 
children. The first group consisted of 13 boys and 
10 girls, whose ages ranged from | to 7 years, diag- 
nosed as having mental deficiency due to mon- 
golism. They were all infantile and confined to bed. 
The second group was composed of 17 boys and 9 
girls, whose ages ranged from 4 to 11 years and who 
were all confined to cribs; these children presented 
the severest problems in a building housing 250 
nonambulatory children. The third group was made 
up of 72 girls, whose ages ranged from 5 to 17 
years and who were housed in one ward. The 
children were placed on therapy for a period of 9 
months and then observed for another period of 6 
months. No improvement in intellectual functioning 
was noted in any of the children which could be 
directly attributed to the use of pentylenetetrazol. 
The physical and emotional progress noted was 
consistent with the usual growth of such children 
for the period within which they were observed. 














UROLOGY 


Senile Urethritis in Women. V. H. Youngblood. 
E. M. Tomlin and J. B. Davis. J. Urol. 78:150-152 
(Aug.) 1957 [Baltimore]. 


Senile urethritis in women is an atrophic lesion 


due to a deficiency of endogenous ovarian hormone 
and manifested by irritative symptoms of the lower 
urinary tract. From 1951 to 1954 Youngblood used 
furacin urethral suppositories in about 1,200 women 
with urethritis. Premenopausal women almost in- 
variably were improved, but a high percentage of 
postmenopausal women were not. Furacin urethral 
suppositories, with 0.1 mg. of diethylstilbestrol 
added, were then tried in 25 postmenopausal women 
who had previously been treated without success. 
All subjective and objective symptoms were 
promptly relieved. This led to the studies described 
in this paper. Five different types of urethral sup- 
positories, designated only by code letters (their 
compositions being unknown to the authors) were 
used in 329 different female patients with urethritis. 
The ages ranged from 1 to 102 years; 252 (76%) of 
the 329 women were postmenopausal. All 5 types 
of suppositories had the identical suppository base. 
All women with urethritis demonstrable by endos- 
copy were instructed how to insert suppositories 
and were given a supply for self-insertion twice 
daily. 

Type A suppositories produced excellent results 
in nonspecific urethritis of premenopausal women, 
but no results in the postmenopausal group of pa- 
tients; this suppository proved to be the standard 
furacin urethral suppository. Type C produced no 
improvement in either group; this was a blank con- 
trol. Type B produced objective benefit, but were 
uncomfortable to use; these suppositories contained 
0.1 mg. of diethylstilbestrol without either anes- 
thetic or antibacterial agents. Excellent results were 
obtained in postmenopausal women with types D 
and E. Type D suppositories were used in 112 pa- 
tients with senile urethritis, and improvement was 
noted in all; it contained 0.1 mg. of diethylstilbestrol 
and a topical anesthetic agent. Type E supposi- 
tories were employed in 120 patients with senile 
urethritis, and all of these patients showed more 
rapid improvement than those treated with type D. 
Type E was the standard furacin urethral supposi- 
tory, containing in addition 0.1 mg. of diethylstil- 
bestrol. In every patient with senile urethritis, 
treatment with estrogen-containing suppositories 
was followed by improvement, as demonstrated by 
disappearance of endoscopic signs of urethral irri- 
tation, disappearance of senile vaginitis, diminution 
in size of bladder neck polyps (when present), and 
an increased elasticity of the urethra as observed 
on sounding. Some patients required additional 
treatment for such conditions as caruncle, bladder 
neck contracture, cystocele, etc., but 91% were re- 
lieved with suppository treatment alone. 
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Glycinuria, a Hereditary Disorder Associated with 
Nephrolithiasis. A. de Vries, S. Kochwa, }. Lazebnik 
and others. Am. J. Med. 23:408-415 (Sept.) 1957 
[New York]. 


Glycinuria, a recently revealed type of aminoaci- 
duria, was detected by chromatographic examina- 
tion of the urine obtained from a 20-year-old woman 
with recurrent bilateral nephrolithiasis. A_ right 
pyelotomy was performed and a stone the size of a 
nut was removed from the renal pelvis. The stone 
was composed mainly of calcium oxalate and con- 
tained a small amount of glycine in non-protein, 
non-peptide form. Chromatographic study of the 
urine obtained from members of the patient’s fam- 
ily showed excessive excretion of glycine with other- 
wise normal amino acid patterns in the specimens 
obtained from the patient's sister, mother, and ma- 
ternal grandmother. The patient's father, her ma- 
ternal uncle, and the 2-year-old daughter of her 
sister had normal urinary glycine excretion. None 
of the members of the family had glucosuria. The 
patient's sister and the maternal grandmother also 
had nephrolithiasis. Failure to reabsorb glycine was 
not associated with defective reabsorption of other 
amino acids or of phosphate or glucose. It appears 
that the glycinuria is a dominant sex-limited char- 
acter. The implication is that glycinuria represents 
a new inborn error of metabolism of the group 
characterized by a specific defect in the mechanisms 
of renal tubular reabsorption. 


OPHTHALMOLOGY 


Glaucoma Detection in General Practice. E. Gal- 
lardo. Illinois M. J. 112:115-117 (Sept.) 1957 [Chi- 
cago]. 


The author differentiates 2 main categories of 
primary glaucoma: the acute and subacute con- 
gestive type, also called narrow or shallow angle 
glaucoma, present in 40 to 45% of cases, and the 
chronic simple noncongestive, or wide angle glau- 
coma, comprising about 55 to 60% of the cases. The 
first type is relatively easy to diagnose in most in- 
stances and responds well to therapy. The chronic 
variety is more difficult to detect, and is often un- 
predictable in medical as well as surgical manage- 
ment. Both types, together with many of the 
secondary glaucomas due to uveitis, cataract, 
trauma, or tumors are characterized by 1 common 
feature which may be temporary or constant, and 
that is the elevation of the intraocular pressure. It 
follows that, in the present state of knowledge, the 
measurement of this pressure becomes the first and 
most important step in diagnosis. 

Many victims of glaucoma are first seen by the 
general practitioner, and the detection of a fair 
number during the early stages could be made in 
his office with a few questions pertinent to the eye 
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neluded in the general history and with tonometry. 
Recent evidence provided by glaucoma clinics and 
surveys in large cities indicate that a nation-wide 
screening program, if properly organized with the 
cooperation of men in general practice and indus- 
trial medicine, would reduce materially the inci- 
dence of undetected glaucoma and resultant blind- 
ness. The following steps are suggested for the 
implementation of such a program: (1) the obliga- 
tory teac.ing of tonometry and ophthalmoscopy 
in medical schools, on the same level of proficiency 
as auscultation or sphygmomanometry; (2) demon- 
stration of tonometry to medical staff members in 
all hospitals by ophthalmologists or other trained 
personnel; (3) occasional showing of a technical film 
at hospital staff meetings dealing with various 
aspects of glaucoma; and (4) the production of non- 
technical films on glaucoma and other diseases 
causing blindness for use before lay audiences. 


Improvement in Hypertensive Retinopathy Follow- 
ing Adrenal Resection and Sympathectomy: Results 
in One Hundred Eleven Patients. W. C. Frayer. 
A. M. A. Arch. Ophth. 58:331-336 (Sept.) 1957 
[Chicago]. 


The author describes the preoperative and post- 
operative retinal changes observed in 111 severely 
hypertensive patients after a total or a subtotal 
adrenalectomy combined with the Adson or Smith- 
wick type of sympathectomy. Improvement in re- 
tinopathy was noted in 87 patients (78.4%). The 
highest incidence of improvement was observed in 
patients with severe grades of retinopathy; improve- 
ment occurred in 92% of those with grade 3 hyper- 
tensive retinopathy, and all the patients with grade 
4 hypertensive retinopathy showed improvement. 
Hemorrhages, exudates, and edema disappeared 
rapidly, while arteriolar narrowing and irregularity 
improved more slowly. Improvement in hyperten- 
sive retinopathy may appear without improvement 
in blood pressure after the operation. The degree of 
arteriolar sclerosis present preoperatively appeared 
to have little bearing on the final blood pressure 
response, and this finding could not be applied to 
the individual patient as a prognostic sign. Improve- 
ment in retinopathy is probably the result of di- 
minished peripheral resistance with consequent im- 
provement in retinal blood flow. 


THERAPEUTICS 


Chemotherapy of Tuberculosis: 1. Antituberculous 
Activity of Verazide and Related Hydrazones. S. D. 
Rubbo, J. Edgar and G. Vaughan. Am. Rev. Tuberc. 
76:331-345 (Sept.) 1957 [New York]. 


In a previous report on Verazide, which is 1-isoni- 
cotinyl-2-veratrylidene hydrazine or 3:4-dimethoxy- 
benzal isonicotinylhydrazone, it was shown that the 
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drug exerted a marked antituberculous activity in 
experimental guinea pig tuberculosis and that the 
acute toxicity in mice was about one-third that of 
isoniazid. The present paper deals with a more de- 
tailed report on Verazide and related hydrazones. 
It was shown that the in vitro activity of hydrazone 
derivatives of isoniazid is equal to that of the parent 
substance, isoniazid. By using a low critical dosage, 
10 mg. per kg. of body weight weekly by intramus- 
cular injection, it was possible to demonstrate dif- 
ferences in chemotherapeutic activity of the various 
hydrazones. The results of these and other tests 
showed that Verazide exerted a more mark.d and 
more prolonged antituberculous activity than did 
isoniazid or the other hydrazones. In view of this 
and of the fact that the hydrazones generally ex- 
hibit a significantly lower toxicity than isoniazid, it 
is considered that some of these derivatives would 
be more suitable chemotherapeutic agents for the 
treatment of human tuberculosis than isoniazid it- 
self. Of the hydrazones examined, it appears that 
Verazide is the drug of choice for clinical applica- 
tion. The mode of action against the tubercle 
bacillus exhibited by Verazide and isoniazid is of 
the same type. Resistant mutants are readily iso- 
lated which show complete cross-resistance. The 
metal complexes of isoniazid and the copper com- 
plex of Verazide were studied in vitro and in vivo. 
Although all showed marked antituberculous ac- 
tivity, they had a high degree of toxicity; hence 
they cannot be considered as potential chemothera- 
peutic agents. 


U. S. Veterans Administration—Armed Forces Co- 
operative Studies of Tuberculosis: 6. Survival 
Among Patients with Miliary and Meningeal Tu- 
berculosis (1948-1955). J. H. Williams Jr. Am. Rev. 
Tuberc. 76:360-369 (Sept.) 1957 [New York]. 


The survival rate for 772 patients with miliary, 
meningeal, or miliary and meningeal tuberculosis 
treated in hospitals participating in the Veterans 
Administration—Armed Forces Cooperative Study 
of the chemotherapy of tuberculosis was determined 
for different types of antimicrobial agents, including 
isoniazid-streptomycin, most often with aminosa'i- 
cylic acid in addition. Since the introduction of 
isoniazid in 1952, the estimated survival rate 2 years 
after the start of therapy for miliary tuberculosi; 
was 95%; for meningeal tuberculosis, 80%; and for 
miliary and meningeal tuberculosis, 77%. The addi- 
tion of isoniazid to the therapy of miliary tubercu- 
losis has been effective in lowering the incidence of 
meningitis. Increasing age decreased the probabil- 
ity of survival for patients with miliary and men- 
ingeal tuberculosis. The incidence of miliary and of 
meningeal tuberculosis was higher among non- 
whites than among whites. This was evidenced by 
the fact that, while nonwhites constitute approxi- 
mately 10% of the veteran population, nearly 50% 
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of the patients reported in the present study were 
nonwhite veterans. However, race was not impor- 
tant in the survival of treated patients. Premature 
or irregular discharge resulted in an increase in the 


probability of death among patients with tuber- 


culous meningitis. 


Treatment of Infantile, Nocturnal Enuresis with 
Anticholinergic Drugs: A Clinical Study. R. Berto- 
lotto. Minerva pediat. 9:811-816 (Aug. 11) 1957 (In 
Italian) [Turin, Italy]. 


Nine patients, aged from 6 to 17 years, with 
enuresis were treated with 2 anticholinergic drugs. 
The first 3 patients were treated with a proprietary 
preparation of methantheline bromide (Metantyl) 
in daily doses of 50 mg. at the beginning and larger 
doses later. The only side-effects observed were 
dryness of the fauces and slight disturbances of 
accommodation. Subsequently, the remaining 6 pa- 
tients were treated with a proprietary preparation 
of propantheline bromide (Neo-Metantyl) in daily 
doses of 15-30 mg. at the beginning and Jarger doses 
later. No side-effects were observed. The over-all 
result was superior to that obtained by using the 
derivatives of belladonna. Each anticholinergic 
drug was administered first alone, then in associa- 
tion with other preparations with a tonic effect on 
the sympathetic system, such as strychnine and 
amphetamine phosphate. The latter drug lessens 
deep sleep and thus brings the sensation of fulness 
in the bladder to the threshold of conscious per- 
ception. 

These patients have been observed for several 
years. Improvement appeared in most of them after 
1 or 2 weeks of therapy. Enuresis seldom reap- 
peared later, and, if it did, it occurred only once or 
more a month to once or more a year, and was 
always associated with a mild illness, the approach 
of cold weather, or an emotional factor. Mainte- 
nance therapy was given to some patients after the 
remission of the condition. In 1 patient, enuresis 
subsided completely with appearance of the men- 
arche, which apparently removed a_ preexisting 
neurohormonal disequilibrium. In another patient, 
enuresis appeared at the age of 14, and treatment 
with propantheline bromide caused only initial and 
temporary relief. The patient's sleep was very deep, 
and it was extremely hard to awaken him. It seems 
that the enuresis in this patient is associated with 
neuropsychic changes. 


Treatment of Whooping Cough with a new Anti- 
biotic: Colimycin. I. Lanza and R. Morbidelli. Mi- 
nerva pediat. 9:816-822 (Aug. 11) 1957 (In Italian) 
[Turin, Italy]. 


Colimycin, an Italian proprietary preparation of 
an antibiotic which was first developed by Japanese 
workers under the name of colistin, a fermentation 
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product of “B. colistinus” isolated from the soil, was 
used for treatment of a small epidemic of whooping 
cough, which developed in a community center for 
poor children in Turin in the winter of 1956-1957 
Thirty-two children, aged from 1 to 5 years, con- 
tracted the disease. The first 14 patients were 
treated with chloramphenicol palmitate for 8 to 10 
days before they were given colimycin therapy; 5 
of them began to receive chloramphenicol palmitate 
at the onset of the paroxysms, and 9 began to 
receive it later. The daily dose of chloramphenicol 
palmitate was 50 mg. per kg. of body weight, given 
4 times a day for 8 to 10 days. Colimycin therapy 
was instituted from 8 to 13 days after the appear- 
ance of the paroxysms. Results obtained during the 
first stage of treatment with chloramphenicol palmi- 
tate only were poor. A second group of 18 patients 
was treated with colimycin only. The daily dose of 
colimycin was 500,000 units for children weighing 
less than 14 kg. and 1,000,000 units for the others, 
administered twice a day for 10 days. The patients 
remained under observation for another 15 days. 
Two patients developed bronchitis and 1 broncho- 
pneumonia. These complications regressed prompt- 
ly under penicillin therapy. No other complications 
or side-effects developed. 

In the first group, colimycin therapy, which was 
introduced rather late, gave good results in 8 pa- 
tients and fair results in 4; it was ineffective in 2. In 
the second group, colimycin therapy was introduced 
early and gave good results in 16 patients and fair 
results in 2. In these patients colimycin rapidly re- 
duced the frequency and the paroxysmal character 
of the cough, caused an early disappearance of 
vomiting, led to gain in weight, and decreased the 
complications in the respiratory tract. The age of 
the patients had no effect on the results obtained 
by the treatment. 


Use of Mecamylamine in the Treatment of Arterial 
Hypertension. C. Giordano, S. Ricciardi and P. 
Oriente. Gazz. med. ital. 116:349-351 (Aug.) 1957 
(In Italian) [Turin]. 


Mecamylamine administered by mouth had a 
pronounced beneficial effect in 18 patients with 
hypertension who had derived no benefit from pre- 
vious treatment with other ganglioplegic drugs. Four 
patients had malignant hypertension, 4 had chronic 
glomerulonephritis, and the rest had essential hy- 
pertension. The patients received an initial dose of 
1 mg. of mecamylamine every 12 hours; 10 to 20 
mg. per day reduced the blood pressure to normal 
values. Maximal hypotensive effect occurred 4 to 5 
hours after the administration. Some hypotensive 
effect of the drug was manifest 1 hour after the 
injection and did not disappear in some patients 
until 24 to 48 hours after the administration. Ortho- 











1957 


was 
ping 
r for 
957 
con- 
vere 
0 10 
y; 5 
tate 
1 to 
ico] 
iven 
‘apy 
ear- 
the 
lmi- 
ents 
e of 
ling 
ers, 
ants 
ays. 
‘ho- 
ipt- 
ons 


its 
10- 


* 


Ara, 


Spe ee -Fy 


1 TRIES eae 





Vol. 165, No. 17 


.tatic hypotension, at times marked, was observed 
‘1 all patients. The patients were treated for from 
2 to 12 months. A dose of 2 to 4 mg. per day was 
sufficient to obtain a marked drop in the blood 
pressure in patients with manifest renal insufficiency 
and severe hypertension. 


Antibiotic Combinations: Tetracycline, Erythromy- 
cin, Oleandomycin, and Spiramycin, and Combina- 
tions of Tetracycline with Each of the Other Three 
Agents—Comparisons of Activity in Vitro and Anti- 
bacterial Action of Blood after Oral Administration. 
W. F. Jones and M. Finland. New England J. Med. 
257:481-491 (Sept. 12) and 536-547 (Sept. 19) 1957 
[Boston]. 


Tests were made of the in vitro susceptibility of 
strains of gram-positive cocci to tetracycline, eryth- 
romycin, oleandomycin, and spiramycin and to 
combinations of tetracycline with each of the others 
in 3 different ratios. Erythromycin alone was found 
to be clearly superior to oleandomycin alone and 
much more active than spiramycin alone against 
most of the strains, including all strains that were 
normally sensitive to erythromycin. The cross- 
resistance among these 3 antibiotics in strains fresh- 
ly isolated from patients appeared to be quite 
variable as compared with the regular and essen- 
tially complete cross-resistance that developed to 
all 3 agents in strains repeatedly subcultured in the 
presence of any 1 of them. Of the various mixtures 
of antibiotics used, the combinations containing 
erythromycin were clearly superior to the others, 
but no combination was superior to the more active 
of the components used alone. In particular, none 
of the combinations tested were superior to the 
better of the 2 agents—erythromycin or tetracycline. 
No added activity was provided by the presence of 
tetracycline in any of the mixtures tested against 
tetracycline-resistant strains. 

Normal men were given, in random rotation, 
oral doses of 1 Gm. of tetracycline, erythromycin, 
oleandomycin, or spiramycin and 0.5 Gm. each of 
tetracycline combined with an equal amount of the 
other 3 antibiotics, and the plasmas of these persons 
were assayed for activity against 3 organisms, in- 
cluding a sensitive strain of hemolytic streptococcus 
and a tetracycline-sensitive and a_tetracycline- 
resistant strain of Micrococcus (Staphylococcus) 
pyogenes var. aureus. Against each of these 3 
strains, the activity produced by erythromycin alone 
was significantly superior to that produced by 
either oleandomycin or spiramycin alone. The com- 
bination containing erythromycin was similarly su- 
perior to the others, but none of the combinations 
produced any greater activity than was derived 
from the same total dose of the more active com- 
ponent alone. The presence of tetracycline in the 
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combinations did not add to, and may have reduced, 
the activity of erythromycin or oleandomycin 
against the tetracycline-resistant Micrococcus. 
Controlled comparisons were also made of t' 
antibacterial action of blood of the same persons 
after the ingestion of 500 mg. of tetracycline alone, 
and with the addition of 250 mg. of either eryth- 
romycin, oleandomycin, or spiramycin. The adci- 
tion of erythromycin enhanced the activity of the 
tetracycline to about the expected degree, but the 
addition of oleandomycin or spiramycin did not 
produce any measurable increase in activity of the 
blood over that produced by the 500 mg. of tetracy- 
cline alone. This result was reproduced in tests em- 
ploying 3 different strains, including the 2 sensitive 
ones used in the previous experiment and a third 
that was more sensitive to oleandomycin than to 
erythromycin. Oleandomycin and spiramycin are 
sufficiently inferior to erythromycin to indicate that 
their adoption for general use in the treatment of 
infections is unwarranted and should be discour- 
aged. If these new agents are made available at all, 
they should be strictly reserved for the treatment of 
only the rare infections that are definitely proved to 
be caused by organisms that are highly sensitive ‘o 
these agents and resistant to erythromycin and to 
other active antibiotics in common use. The cem- 
bination of tetracycline with either oleandomycin 
or spiramycin, especially in any fixed ratio, is not 
justified by the available data, represents bad 
practice, and is not in the best interest of the patient. 


PATHOLOGY 


Klinefelter’s Syndrome: Frequency and Testicular 
Morphology in Relation to Nuclear Sex. M. A. Fer- 
guson-Smith, B. Lennox, W. S. Mack and J. S. § 
Stewart. Lancet 2:167-169 (July 27) 1957 [London] 


Of 758 patients attending the male _ inferti'ity 
clinic at the Western Infirmary in Glasgow who 
produced a seminal specimen for analysis, 332 had 
a sperm count below 40 million per milliliter. Com- 
plete absence of sperm was found in 50 men and a 
count below 1 million in 76. These 126 patien’s 
with high-grade subfertility were asked to attend 
for an oral mucosal smear, and this was obtained in 
91 patients. Examination of the nuclei of the oral 
mucosa by the method of Moore and Barr revealed 
that 10 men (6 with total azoospermia, 4 with ex- 
treme oligospermia) were chromatin-positive, or 
appeared to be genetic females, and investigation 
showed that they all had Klinefelter’s syndrome 
(gynecomastia, increase in urinary gonadotropins, 
and hyalinization of the seminiferous tubules). The 
authors believe that Klinefelter’s syndrome asso- 
ciated with chromatin-positive nuclei (female gene- 
tic sex) is responsible for 11% of the cases of 








2238 MEDICAL LITERATURE ABSTRACTS 


high-grade subfertility in males. Clinical examina- 
tion of 91 men with high-grade subfertility sug- 
gested that 27 (30%) had Klinefelter’s syndrome. 
Testicular biopsy and endocrine assays, in all cases 
in which they were done, confirmed the clinical 


diagnoses. All the chromatin-positive patients were’ 


included: the remaining 17 were chromatin-nega- 
tive. Testicular biopsies were performed on 68 
patients attending the male infertility clinic. These 
patients were included in the high-grade subfertility 
group, and 6 were found to have chromatin-positive 
Klinefelter’s syndrome, while histologically 8 clearly 
had Klinefelter’s syndrome but were chromatin- 
negative. Assuming that this series of testicular 
biopsies is unbiased in favor of either form of the 
syndrome, it may be concluded that approximately 
40% of men with Klinefelter’s syndrome are chro- 
matin-positive, or genetic females. 

Descriptions of testicular histology in Klinefelter’s 
syndrome need revision, for the picture in chroma- 
tin-negative and chromatin-positive cases is alto- 
gether different. In chromatin-negative (genetic 
male) cases the interstitial cells are diffusely in- 
creased and their cytology remains normal. A large 
proportion of the seminiferous tubules approximate 
to the normal size; in all cases a few tubules show 
some spermatogenesis. In chromatin-positive (gene- 
tic female) cases the interstitial cells are aggregated 
into massive discrete well-vascularized clumps and 
individually show marked nuclear pleomorphism. 
Large areas appear to be devoid of tubules, and, of 
the small number present, by far the majority are 
“ghost tubules.” Spermatogenesis is rare. The gonad 
in the chromatin-positive (female) cases resembles 
the organs produced by exposing the ovary to ab- 
normal environments, as in the freemartin, and it 
may well be that the gonad in these cases can be 
regarded as a modified ovary and not a testis. 


Is Glomus Tumor a Rare Disease? P. Vollset and 
J. Worm. Tidsskr. norske legefor. 77:572-573 (July 
1) 1957 (In Norwegian) [Oslo]. 


Four cases of glomus tumor have been treated in 
Volda District Hospital since 1955. The first 3 cases, 
in patients aged from 50 to 75, were localized to 
the extremities, but only one had the typical sub- 
ungual localization. In one instance the tumor 
increased in size. The tumors were blue, bluish 
red, or gray and varied from the size of a pinhead 
to the size of an almond. Pain radiated from the 
tumor and was sometimes spontaneous, but it most 
often depended on changes in temperature or on 
local pressure. In the 4th case, in a patient aged 
41, with pea-sized tumor on the ankle, there was 
at times marked pain of 15 minutes’ duration local- 
ized to the tumor. Treatment of glomus tumors is 
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extirpation. The importance is emphasized of hay- 
ing these tumors in mind in cases of distinct tender 
skin tumors and sympathetic neuralgias. 


PHYSIOLOGY 


Observations on the Variability of Total Serum 
Cholesterol in Johns Hopkins Medical Students. 
C. B. Thomas and F. F. Eisenberg. J. Chron. Dis. 
6:1-32 (July) 1957 [St. Louis]. 


As part of a broad investigation of possible pre- 
cursors of hypertension and coronary artery disease. 
the total cholesterol levels in blood serum have 
been determined on 1 or more occasions in succes- 
sive classes of Johns Hopkins medical students. The 
long-term objective of these observations is to 
ascertain whether or not the cholesterol level in 
early adult life is of predictive value in regard to 
the future appearance of cardiovascular disease. 
The present report attempts to establish the norms 
for a group of subjects by statistical methods and 
to make relevant comparisons, wherever possible, 
with other data in the literature. Total serum cho- 
lesterol determinations have been obtained from 
759 Johns Hopkins medical students on 1 or more 
occasions by a modification of the Bloor method, 
designed by Buell to meet the exacting require- 
ments of the clinical chemistry laboratory at the 
Johns Hopkins Hospital. It is published in detail 
for the first time. Analysis of 148 pairs of duplicate 
tests from the same serum sample showed that the 
over-all reproducibility of the Bloor method thus 
controlled was very satisfactory and comparable in 
exactitude to that found in other laboratories using 
the Schoenheimer-Sperry and Abell methods. 

The range of cholesterol levels encountered at 
first test among 612 students in the classes of 1948 
through 1957 lay between 108 and 407 mg. per 100 
cc. inclusive; 92.3% of these initial levels lay be- 
tween 150-299 mg. per 100 cc. inclusive. The mean 
cholesterol level for the 612 subjects at first test 
was 228.7 mg. per 100 cc., with a standard deviation 
of + 43.3. The range and mean for the 50 women 
were similar to the findings for the 562 men. The 
rise of mean cholesterol level with increasing age 
described by others was verified: in a group of 556 
men 19 through 33 years of age, the average cho- 
lesterol level increased 2.88 mg. per 100 cc. per 
year of age. Studies on women in their twenties 
suggested a similar rise. Repeated determinations 
over a period of months or years in a given indi- 
vidual showed that the cholesterol level does not 
always rise. with age. Healthy medical students not 
only varied -widely as to the height of the total 
serum cholesterol level but they differed also re- 
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garding cholesterol stability, some being more 
stable than others. Not only age, sex, and heredity, 
but racial origin, occupation, and body build have 
been shown to be factors. The increasing impor- 
tance of the composition of the diet is reflected in 
the current medical literature; high cholesterol 
levels have been found to be correlated with high 
fat intake and low cholesterol levels with low fat 
content of the diet. The influence of various forms 
of stress upon the cholesterol level in human sub- 
jects is beginning to be explored. 


Serum Lipid Levels in Normal Persons: Findings of 
a Cooperative Study of Lipoproteins and Athero- 
sclerosis. L. A. Lewis, S$. Olmsted, I. H. Page and 
others. Circulation 16:227-245 (Aug.) 1957 [New 
York]. 


Measurements of the 2 lipoprotein fractions, S, 
12-20 and S,; 20-100, and total serum cholesterol 
carried out in 33 different population sources are 
reported. The chosen groups were sufficiently stable 
and could be followed for 1 or more years. Two 
groups, the Los Angeles Civil Service Study and 
the Framingham Heart Study, were preexisting 
cardiovascular study groups. Prisoners at federal 
penitentiaries and volunteers from their staffs 
formed 3 other source groups. The remainder of 
the sources were employee and managerial groups, 
including industrial workers, clerks, university em- 
ployees, and executives. The general similarity of 
lipid levels for the various sources was noteworthy, 
whereas the average levels of the lipoprotein frac- 
tions and serum cholesterol varied from source to 
source. The Los Angeles group was notable for 
high-average levels of cholesterol and S; 12-20 and 
for a low level of S; 20-100. The prisoner group 
was distinguished by low levels both for the lipo- 
protein fractions and for serum cholesterol. No con- 
vincing explanation could be given for either of 
these exceptions. The study groups were prepon- 
derantly white. Data from nonwhites, who were 
almost all Negroes, came primarily from the Los 
Angeles and the prisoner group and were too small 
to allow a clear characterization of lipid levels. The 
levels for nonwhites were closer to those of the 
white members of these 2 groups than to the levels 
of the general population. The serum cholesterol 
level rose in both sexes after the 20th year of age, 
but at first the rise was much greater in men than 
in women. The rise continued up to the age of 62. 
The level for men reached a peak at the age of 55, 
after which it declined. The relation of age and sex 
to lipid level for S; 12-20 and S, 20-100 was similar 
to that for cholesterol. Hypertension or obesity was 
associated with some elevation of lipid levels. In 
the age group 40-to-59, S, 20-100 exhibited a defi- 
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nite race and sex differential, and had the highest 
correlation with weight and blood pressure. It ap- 
peared to be the most sensitive of the 3 lipid 
measures. 


Intercoronary Anastomoses as They Appear in 
Angiography After Death. M. M. Vastesaeger, P. P. 
Van Der Straeten, J. Friart and others. Acta Car- 
diol 12:365-401 (No. 4) 1957 (In French) [ Brussels]. 


Perfusion and the injection of radio-opaque sub- 
stances, followed by radiography, were used in 
making a systematic search for intercoronary ana- 
stomoses in several species of animals (calf, pig, 
sheep, horse, and dog). Anastomoses were demon- 
strated with a frequency that varied from 1 species 
to another and from 1 individual to another within 
the same species. A similar variation from species 
to species and from individual to individual also 
appeared in the caliber of the anastomoses. Those 
found in calves’ hearts were at least as large as 
arterioles and often attained the size of a small 
artery, while those found in the hearts of pigs, and 
still more in those of sheep, were smaller and less 
constant. The vessels thus demonstrated were pres- 
ent in the hearts of animals unquestionably free 
from atherosclerotic lesions of any kind; moreover, 
all due allowances being made, at least as many 
intercoronary anastomoses were found in the hearts 
of young as in the hearts of adult animals. The 
findings obtained in the animal studies thus con- 
tradict both the theory that intercoronary ana- 
stomoses are a means of defense against coronary 
stenosis and the suggestion that they increase in 
frequency and size with age. 

The same methods of perfusion and injection, 
followed by radiography, were used in investigat- 
ing the presence of intercoronary anastomoses in 
the human heart. Anastomotic vessels with a caliber 
of 200 », or the size of a small artery, were found 
in 6 of 7 fetal hearts, proving that intercoronary 
anastomoses may be, and often are, present before 
birth. Arteriolar or larger anastomoses were also 
demonstrable in 87.5% of 120 adult human hearts 
and were almost equally frequent whether the pa- 
tients had or had not had coronary arterial disease. 
Some of the larger anastomoses had a caliber of as 
much as 1 mm., regardless of the existence or non- 
existence of atheroma in the coronary network. 

The purpose of these studies was purely anatom- 
ical and no attempt was made to determine the 
functional value of the anastomoses. The findings 
clearly show that they are congenital in character, 
but although arteriosclerotic occlusion apparently 
cannot create new anastomotic channels, it may 
lead to functional hypertrophy of those already in 
existence. 











J.A.M.A., Dec, 28, 1957 
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Plastic Arterial Grafts. By W. Sterling Edwards, M.D., 
Assistant Professor of Surgery, Medical College of Alabama, 
Birmingham. Cloth. $4.50. Pp. 126, with 22 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1957. 


This monograph is a reflection of the intensive 
investigations and rapid strides that have taken 
place in recent years in the field of arterial surgery. 
It is concerned primarily with the development of 
a plastic arterial graft that has proved to be func- 
tionally satisfactory. Although admittedly not the 
ultimate in synthetic grafts, there is good reason 
to believe that it provides a long step toward the 
objective of a completely acceptable replacement 
for arterial homografts. The author and his associ- 
ates deserve much credit for their contribution 
toward this goal and particularly for the adoption 
of the crimping principle in the design of their 
graft, an important factor in making it functionally 
satisfactory. The first two chapters deal with the 
history of arterial grafts and with the development 
of the crimped nylon tubes used by the author 
and his associates. The chemical and textile charac- 
teristics of the various synthetic materials from 
which arterial replacements may be made are well 
described, and the advantages and disadvantages 
of each are discussed. In the historical section a 
significant omission in the clinical account of the 
application of grafts is the failure to refer to Oudot, 
who reported the first case of Leriche’s syndrome 
treated by resection and homograft replacement. 

The remaining chapters deal with the clinical 
application of crimped nylon tubes for various 
vascular problems. In these sections of the mono- 
graph the author has relied heavily on the litera- 
ture and not on clinical experience. Thus, certain 
technical methods are presented virtually as stand- 
ard routine procedures, which, although useful in 
specialized circumstances, are not the most effective 
means of dealing with many other types of lesions. 
The bypass principle, for example, which the 
author describes and recommends strongly is un- 
doubtedly highly desirable, but it is not always the 
most satisfactory or the most appropriate pro- 
cedure to employ. The weakest section of the 
monograph, however, is the chapter dealing with 
aneurysms of the thoracic aorta, which is based 
almost entirely on a review of the literature and 
theoretical considerations. This is well exemplified 
by the two illustrations used in this section. One of 
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these is a photograph of a nylon bypass in the 
thoracic aorta of a dog and the other is a diagram 
of a nylon bypass for a thoracic aneurysm, regard- 
ing which the author admits that the clinical op- 
portunity to carry out this experiment has not yet 
presented itself. Despite these weaknesses in the 
presentation of clinical applications of grafting pro- 
cedures, this monograph is a valuable contribution, 
especially in its consideration of arterial substitutes. 
The author wisely predicted that further advances 
would be made in the development of these syn- 
thetic grafts which would overcome such limita- 
tions of the present nylon tube as fraying of the 
cut edges and the necessity for heat sealing of these 
edges, the lack of branches, and the rigidity of the 
aortic segment. Indeed, his prediction has already 
been realized, since such an arterial substitute is 
now available. 


Health and Medical Care in New York City: A Report by 
the Committee for the Special Research Project in the Health 
Insurance Plan of Greater New York. Cloth. $7.50. Pp. 275, 
with illustrations. Published for Commonwealth Fund by 
Harvard University Press, Cambridge 38, Mass.; Oxford Uni- 
versity Press, Amen House, Warwick Sq., London, E. C. 4, 
England, 1957. 


This volume is the initial report of a questionnaire 
survey on health and medical care undertaken in 
New York City in 1952 under the auspices of a 
special study group of the Health Insurance Plan 
of Greater New York (H. I. P.). Outlined are the 
objectives of this study: to examine the extent to 
which the New York City population is covered by 
insurance for hospitalization and medical care, and 
the extent to which persons are covered by more 
than one insurance plan; to study the demographic 
and social characteristics of the general New York 
City population, of the population covered by 
H. I. P., and of the population covered by other 
insurance plans; to compare the medical needs of 
the population of New York City and of the group 
insured by H. I. P.; to compare the amount of 
medical care, including preventive services, re- 
ceived by the general population and by the H. I. P. 
group; to compare the amount of unattended illness 
in the general population and in the H. I. P. group; 
to attempt to develop broad indexes of quality of 
medical care needs, the services received, and the 
quality of care received by the New York popula- 
tion; to learn the extent to which medical care is 
sought by the H. I. P. enrollees outside the H. I. P. 
system; to determine whether it is possible to 
estimate from the H. I. P. experience, on a continu- 
ing basis, the total morbidity and the needed 
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services for the total population of New York City; 
and to obtain experience of value in the develop- 
ment of improved studies of this type. Because of 
the limits of time and money, these objectives are 
not all realized in this volume. Information is pre- 
sented on the quantitative aspects of insurance 
coverage, sick leave status, physician contact, 
families with family physicians, pediatric services 
used, medical conditions in specified time periods, 
days of illness and/or hospitalization, dental condi- 
tions, and periodic medical examinations. 

Since there is available so littie reliable informa- 
tion about the impact of a prepaid medical care 
program on the health of the participants, great 
hopes were held that this study would produce 
valid objective data that would be useful to those 
concerned with the development of soundly based 
medical care programs. These high hopes seem not 
to have been realized. This book is carefully and 
candidly written. The problems faced and some of 
the inadequacies of the data recorded are stated 
frankly. Unfortunately, most of this is presented 
in the appendix at the end of a long series of 
statistical tables. Hence, readers might tend to 
accept the well-prepared summaries of each chapter 
as being adequate conclusions. Were it not for the 
implications raised by the brief summaries and the 
vast amount of time and money that went into the 
study, a summary of what the committee set out to 
do and what was accomplished could have been 
presented as a preliminary report. 

In order to achieve the best possible medical care 
program with as little misdirection of time and 
money as possible, one must have reliable data. 
However, the state of the material presented is 
such that no physician, health officer, insurance 
company, or administrator could base his action on 
it. A comparison of the objectives with the results 
indicates very few achievements. Although definite 
conclusions are avoided, the statistics are marshalled 
and presented in a manner to bring out only one 
inference in the minds of the readers—that the 
medical care given to the participants of H. I. P. is 
much better than that received by others. The 
committee reports, “The data . . . showed that more 
H. I. P. enrollees had contacts with physicians, had 
family doctors, had pediatric care for their children 
and received dental attention [although dental care 
is not covered by H. I. P.] than did the general 
population. If these conditions carry any implica- 
tions for early diagnosis and health education at 
the hands of doctors, it would seem that the H. I. P. 
enrollees were receiving more health care and 
guidance than were the counterparts in the general 
population” (page 189). It is doubtful that this 
conclusion is warranted. Even if it were, does the 
finding indicate more than that those who are en- 
rolled in high-premium medical care plans obtain 
more services than those enrolled in lower premium 
plans, or those not enrolled in any plan? 
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Studies of the health and medical care of enrollees 
in different prepaid medical care programs are 
needed. This expensive study must be regarded as 
a preliminary contribution to the field of medical 
economics and as an exploration into the problems 
of making definitive comparisons of different med- 
ical care plans. It does not provide a set of findings, 
but it is a device for measuring the impact of a 
medical care plan on its members. In summary, it 
is a pro forma statement of possible sampling pro- 
cedures for establishing characteristics of a particu- 
lar plan. 


Clinical Gastroenterology. By Eddy D. Palmer, M.D., 
F.A.C.P. Cloth. $18.50. Pp. 630, with 216 illustrations, [art 
work] by Phyllis Anderson. Paul B. Hoeber, Inc. (medical 
book department of Harper & Brothers), 49 E. 33rd St., 
New York 16, 1957. 


The literature on gastroenterology is becoming 
so voluminous that it is small wonder that guides, 
manuals, and synopses have become necessary to 
acquaint the busy practitioner with what is going 
on. This exhaustive guide is designed for this pur- 
pose and especially for those whose main interest 
is bedside medicine. The opening chapter on com- 
prehensive gastroenterology, in which exaggerated 
value is given interview therapy (“autotherapy”), 
should prove interesting but of limited practical 
assistance to physicians engaged in private practice. 
Drugs and diets receive small attention throughout 
the book and are poorly rated, particularly for the 
treatment of peptic ulcer, irritated colon, ulcerative 
colitis, and other disorders. In the case of uncompli- 
cated duodenal ulcer, for instance, it is suggested 
that the results of interview therapy are so good 
that it becomes necessary “to destroy the monster 
of dietary invalidism and to give special support to 
those who have been trapped into the further in- 
validism of forced pharmacotherpeusis.” The aver- 
age physician engaged in office and bedside 
practice knows that patients expect and require 
drugs and diets, and he who does not prescribe 
them fails in justice to his patient and himself. 
Many drugs in the U.S. Pharmacopeia are exceed- 
ingly helpful if one would learn how to use them. 
The use of diets in many gastrointestinal diseases is 
indispensable, but it stands to reason that they 
should be designed to meet the convenience and 
practical needs of the individual patient. 

Aside from the conventional chapters, which are 
adequate, there are chapters on the extrahapatic 
biliary tract, stomach operations and ihe post oper- 
ative stomach, gastrointestinal bleeding, the liver, 
portal hypertension and esophageal varices, and 
the pancreas and spleen which are particularly 
worthwhile. Short chapters on the salmonelloses, 
helminthology, and food poisoning also contribute 
to the usefulness of the book. While Dr. Palmer 
has been exceedingly active in the general area of 
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gastroenterology and has been a prolific contributor 
to the literature, his approach is that of one who 
has been chiefly engaged in clinical research. His 
methods do not lend themselves advantageously to 
the physician engaged in office and bedside prac- 
tice. However, his opinions are challenging, refresh- 
ing, and provocative. Reader interest is secured, in 
no smal] measure, by a thoroughly good job on the 
part of the publisher. 


Diseases of the External Ear. By Ben H. Senturia, A.B., 


M.D., Associate Professor of Clinical Otolaryngology, Wash- 
ington University School of Medicine, St. Louis. With assist- 
ance of Carl F. Gessert, Ph.D., and others. Publication no. 
319, American Lecture Series, a monograph in Bannerstone 
Division of American. Lectures in Otolaryngology. Edited by 
Norton Canfield, M.D., Associate Clinical Professor of Oto- 
laryngology, Yale University, School of Medicine, New 
Haven, Conn. Cloth. $8.50. Pp. 211, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1957. 


This excellent monograph is the work of 11 con- 
tributors, who present every known facet of the 
subject of diseases of the external ear. A number of 
experiments on the properties of cerumen in vitro 
and in vivo are cited in detail. The implication is 
that the conditions predisposing to external otitis 
are those in which the production of cerumen is 
reduced and the ideal therapy would be its replace- 
ment. Unfortunately, the solution of the problem 
has not been so simple. Thus, the final chapter is 
primarily a review of the treatment most commonly 
used. The treatment of each type of external otitis 
is presented in a simple and practical manner. A 
dependable method of diagnosis and treatment of 
external otitis is needed. The important contribu- 
tions of this monograph are the excellent presenta- 
tions of the anatomy and histopathology of the ex- 
ternal auditory canal in terms of alterations in acute 
and chronic infections and of conditions that pre- 
dispose to such infections. The literature is excel- 
lently reviewed in 437 bibliographic references, but 
so many authors are quoted with almost equal em- 
phasis that important factors are not always ade- 
quately stressed. Generally there seems to be a 
tendency to wide inclusion rather than to critical 
selection. 


Functional Neuro-Anatomy Including an Atlas of the 
Brain Stem. By A. R. Buchanan, M.D., Professor of Anatomy, 
University of Colorado School of Medicine, Denver. Third 
edition. Cloth. $7.50. Pp. 362, with 273 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1957. 


This third edition of a basic textbook for medical 
students is designed to present only the most 
essential material in an integrated fashion with 
respect to function. Attempts have been made to 
condense, simplify, and systematize pertinent ma- 
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terial so that it can be integrated with concurrent 
anatomical courses. The text presents abbreviated 
discussions and schematic diagrams of the various 
systems of the neuraxis rather than the so-called 
level anatomy found in the classic neuroanatomical 
works. According to the author, this approach 
stimulates and sustains the interest of the student, 
eliminates the confusion associated with assem- 
bling and organizing a prodigious number of facts, 
and affords a greater perspective of functional con- 
siderations. Revisions noted in the new edition 
consist of alteration of chapter sequence, inclusion 


_within the text of recent functional concepts con- 


cerning the reticular formation and feedback mech- 
anisms, and replacement of a few illustrations. The 
atlas of the brain stem included in the back of the 
book remains unchanged. An illustration of the 
level and orientation of the sections, repeated 37 
times on as many pages, appears to be a great waste 
of space. The format of the book is good. The illus- 
trations are clearly reproduced and the diagrams 
of the various neural pathways are easily under- 
stood. For most medical students the text would not 
seem sufficiently detailed to use without additional 
reference material. The reader must integrate the 
various systems of the neuraxis with each other and 
reestablish their relationships in a unified complex. 
For some students this may present a problem. The 
incorporation of short paragraphs dealing with the 
symptoms of pernicious anemia, amyotrophic lateral 
sclerosis, and certain diseases of the basal ganglia 
go beyond the needs of the first year student and 
the object of the text. This book provides a satis- 
factory survey of neuroanatomy and should be use- 
ful to neurologists and neurosurgeons who need to 
review their knowledge of the subject. 


An Atlas of the Commoner Skin Diseases. By Henry C. G. 
Semon, M.A., D.M., F.R.C.P. Revised with collaboration of 
Harold T. H. Wilson, M.A., M.D., M.R.C.P. Colour photog- 
raphy originally directed by the late Arnold Moritz, B.A., 
M.B., B.C. Fifth edition. Cloth. $20. Pp. 375, with 153 plates 
reproduced by direct colour photography from living subject. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2; [John Wright & Sons, Ltd., 42-44 Tri- 
angle West, Bristol 8, England], 1957. 


This is a superbly produced atlas that has been 
popular through four previous editions. It contains 
153 excellent full-paged color photographs of the 
skin lesions most often seen in office practice. On 
facing pages are brief clinical descriptions of each 
dermatosis and outlines of differential diagnosis 
and therapy. The diseases are arranged alphabeti- 
cally. The clinical discussions are presented in a 
readable, conversational style. Sixteen new color 
plates have been added, and the sections on therapy 
have been brought up to date. This book should 
serve as a useful aid in diagnosis and therapy for 
students and practitioners. 
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INTERMITTENT HYPERTENSION 
To THE Eprror:—An increasing number of patients 
note symptoms and signs of sudden increase and 
decrease in pulse rate and blood pressure, a feel- 


ing of tightness in the chest, and an occasional | 


missed heartbeat. While being examined, these 
patients show a changing pulse rate of between 
80 and 120 per minute and blood pressure be- 
tween 150 and 190 mm. Hg systolic, and this 
variation often occurs within seconds. There is 
less change in the diastolic pressure, which varies 
between 130 and 150 mm. Hg. These patients 
take their pulse rates at home and find them 
usually normal, around 70. They seldom have 
headaches and do not perspire excessively. They 
admit being nervous and are very upset if they 
come to the office. The blood pressure usually 
goes down after the patient has been talked to 
quietly for a while. The phentolamine (Regitine) 
test is always negative. The patients are between 
25 and 30 years old. Is this real essential hyper- 
tension, or may it lead to it? Rauwolfia prepara- 
tions do not seem to help. It looks as if a sudden 
discharge of epinephrine may occur. What is the 
cause of the symptoms? Is there some medica- 
ment available for treatment? 
M.D., New Jersey. 


ANSWER.—The patients in question have inter- 
mittent hypertension, both systolic and diastolic. 
The hypertensive episodes are almost surely not 
manifestations of pheochromocytoma (epinephrine 
and/or norepinephrine discharge ), for this tumor is 
rare and would not be observed in “increasing num- 
ber of patients” by any one observer. Moreover, the 
negative phentolamine test in an individual with so 
high a diastolic pressure makes pheochromocytoma 
very unlikely. It is highly probable that the patients 
in question are in the early stages of essential hyper- 
tension. Most often, if not always, essential hyper- 
tension passes through a stage of intermittent 
hypertension which may last for years. A purely 
emotional rise in blood pressure in an individual 
not developing essential hypertension would hardly 
reaeh a diastolic level of 150 mm. Hg. In the experi- 
ence of this consultant, which includes large num- 
bers of hypertensive patients over a period of more 
than 30 years, the vast majority of individuals with 
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intermittent hypertension ultimately develop sus- 
tained hypertension. Rauwolfia preparations are 
probably the best pharmacological agents available 
at present for such highly emotional individuals 
with intermittent hypertension and tachycardia, but 
careful watch should be kept for depression or 
Parkinsonism. However, many cases of this type are 
best managed by reassurance and great care on the 
part of the physician to avoid overemphasis on the 
hypertension; it is wise to omit the use of the 
sphygmomanometer during some of the patient's 
Visits. 


TREATMENT OF CONGENITAL 
MACROGLOSSIA 


To tHe Eprron:—What is the best treatment for 
congenital macroglossia in a baby 4 months old? 
If surgery is indicated, when is the best time to 
operate? M.D., Mexico. 


ANSWER.—The macroglossia is either on a muscular 
basis or on a lymphangiomatous basis. The type of 
treatment will depend upon the size of the tongue 
itself and its resultant effect upon the nutrition of 
the child, i. e., whether or not the child is able to 
nurse or take its feeding, and also upon whether the 
condition is unilateral or bilateral. If the amount of 
the enlargement does not interfere with the child’s 
feeding, then it is advisable to delay any active sur- 
gery for reducing the size of the tongue until a more 
opportune time. If, however, the nutrition of the 
child is impaired as a result of the increased size of 
the organ, treatment should be undertaken as soon 
as is feasible in order to permit the child to take its 
nourishment. 

If the lesion is on a vascular basis, some have ad- 
vised the use of radium. Radium is effective in a 
capillary type of lesion but seldom in a cavernous 
type of lesion. Some have advised and used repeated 
fulgurations or electrocoagulation in order to mini- 
mize the amount of surgical shock. This method has 
been used very effectively. It is not effective in the 
muscular type of macroglossia, nor is the use of 
radium effective in the muscular type. Marginal ex- 
cision of the tongue in both the lymphangiomatous 
and muscular types has given excellent results. If 
the lesion is unilateral, then it may be advisable to 
ligate the lingual artery before attempting the ex- 
cision. In this manner the amount of bleeding is 
reduced to a minimum. In a bilateral case, ligation 
of the lingual arteries is contraindicated. 
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ABORTION FOLLOWING RADIOACTIVE 
IODINE THERAPY 


To THE Eprror.—A 35-year-old woman had a thyroid- 


ectomy 15 years ago for hyperthyroidism, after . 


which she developed exophthalmos. She had a 
normal pregnancy and delivery 14 years ago, ex- 
cept for a threatened abortion. Six years ago she 
received radioactive iodine (I**') for return of 
thyrotoxic symptoms and one year later another 
dose was given. Since then she has had no more 
toxic symptoms. One year ago she had a missed 
abortion and another two weeks ago. Could there 
be any relationship between the I**' therapy and 
the missed abortions? If so, is there any feasibility 
of a future pregnancy going to term? 
Edward R. Barbar, M.D., Lancaster, N.C. 


AnsweR.—There is no direct relationship between 
the two recent abortions and the administration of 
I'*' five years previously. The radioactivity induced 
by the iodine disappears in about two months. How- 
ever, the radioactivity undoubtedly resulted in rather 
extensive destruction of thyroid tissue. As a result 
of these changes, the patient may have developed 
a marked hypometabolism which may be an im- 
portant factor in the missed abortions. The patient 
should be subjected to a complete study of thyroid 
function, which should include serum protein-bound 
iodine and serum cholesterol level determinations, 
iodine uptake studies, and a basal metabolism de- 
termination. Should hypometabolism be demon- 
strated, adequate substitution therapy is indicated 
prior to an attempt at a new pregnancy. If the thy- 
roid function is normal, the patient may be an ha- 
bitual aborter, and suitable therapy for this condi- 
tion should be considered. 


USE OF EXPECTORANTS 


To THE Eprror:—A rather dogmatic statement re- 
cently appeared in the medical literature in re- 
gard to the efficacy of our time-honored use of 
expectorants. It was contended that all drugs in 
this category were primarily nauseants and effect- 
ed only increased salivary flow without directly 
inducing bronchorrhea. This is somewhat con- 
trary to the usual clinical experience. Please com- 
ment on this problem, which has widespread 
clinical implication. M.D., California. 


ANSWER.—Many others would join the inquirer in 
questioning the dogmatic statement regarding the 
efficacy of expectorants. No mention is made of the 
various types of expectorants other than the nause- 
ants. Some expectorants stimulate the mucosa direct- 
ly, others act by decreasing the viscosity of mucus. 
Patients who receive enteric-coated iodide and am- 
monium chloride preparations do not complain of 
nausea, but they frequently comment upon their 
increased nasal and bronchial secretions. Similar re- 
actions are often noted after the use of iodide con- 
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trast mediums in roentgenography. At one time 
these agents were actually used locally as therapy 
in bronchiectasis, and their use was discontinued 
only because of the deleterious pulmonic effects of 
the oils in which they were dissolved. 


AGE AND PREGNANCY 


To THE Eprror:—What is the possibility, in terms 
of percentage, of a 30-year-old woman compared 
to a 20-year-old woman having one, two, or three | 
pregnanciesP Both recently married 30-year-old 
men. M.D., Missouri. 


ANSWER.—There are no figures available which 
give the mother’s age, the order of birth, and also 
the age of the father. While the effect of the male 
element here may not be identical for both women, 
it will probably be substantially the same, as each 
woman is married to a 30-year-old man, so it can be 
disregarded. Birth records are published by five- 
year periods. The 20-year-old woman falls into the 
20 to 24 year age group; the 30-year-old woman 
falls into the 30 to 34 year one. These two groups 
were compared. Percentages were derived by di- 
viding the total female population in the group by 
the number of births in that group. The figures, as 
of 1951, for the United States follow: 


Age First Child Second Child Third Child 
20-24 8.3% 6.9% 3.2% 
30-34 1.3% 2.6% 2.4% 

Ratio between 
20 and 30 year 
age groups. 32 to5 8to3 4to3 


It will be seen at a glance that the statistics favor the 
younger woman. The extent of that favor in each 
category may be seen by inspecting the ratio that the 
percentages of one age group bear to the other. 


LOW HEMOGLOBIN LEVEL IN THE MALE 


To rHE Eprror:—A man has a hemoglobin level 
(12.8 Gm. per 100 cc.) that is 85% of normal. 
While there is no apparent organic cause for this 
anemia, the patient's one complaint is tiredness. 
His physical examination and history are nega- 
tive. The hemoglobin level has been determined 
by the sodium carbonate method on three differ- 
ent occasions and ranges from 80 to 85%. Blood 
cell count, blood platelet count, bone marrow 
studies, and blood volume were within normal 
limits. Will medication or diet help bring up the 
hemoglobin level? Is a level of 80 to 85% one to 
be concerned about? What are the possible rea- 
sons for this anemia? M.D., New York. 


Answer.—A hemoglobin level of 12.8 Gm. is 
slightly lower than the value one would expect (16 
+ 2 Gm.) in the majority of adult males, but it is 
definitely not low enough to cause symptoms of it- 
self. Reasons for the moderate reduction would en- 











ime 
apy 
1ed 
: of 


ms 


red 


ree : 


ad 








Vol. 165, No. 17 


compass all possible causes of anemia and would 
have to be determined by careful medical evalua- 
tion. Diet could not be expected to raise the hemo- 
globin level. Rational therapy could be prescribed 
only when the cause had been determined. 


HARMFUL EFFECTS OF DAILY ENEMA 
To THE Eprror:—I could not refrain from writing 
you regarding the consultant's reply in the 
Queries and Minor Notes section of J. A. M. A., 
May 25, 1957, page 508, on the subject of harm- 
ful effects of daily enema. It seems most unreas- 
onable to expect that a person taking an enema 
on a short term basis, e. g., for several days, 
should be expected to have endoscopic control. 
Sidney G. Page Jr., M.D. 
Medical Arts Building 
Richmond 19, Va. 


The above comment was referred to the consult- 
ant who answered the original query, and his reply 
follows.—Eb. 


To tHE Eprror:—The original reply was rendered 
primarily with reference to the background of a 
patient who had been using a concentrated salt 
enema daily for about two years. The long-term 
use of conventional or concentrated enemas is 
decidedly unphysiological and should be dis- 
couraged if not condemned. At the present, in 
the proctologic practice of this consultant, a con- 
centrated salt enema is never administered for 
the first time before a rectoscopy, at least, has 
been done. However, for practical reasons, such 
an enema is administered on occasion (e.g. prior 
to a nonintestinal operation) to persons who do 
not have symptoms suggestive of intestinal dis- 
ease. The deleterious effects noted after single 
concentrated salt enemas consisted of hyperemia 
or injection of the mucosa and reactivation or 
exacerbation of a latent (previously undiagnosed 
or unsuspected) proctosigmoiditis that super- 
venes on constipation. In these cases a history of 
true diarrhea or bleeding is frequently not ob- 
tained. It should be noted that after the introduc- 
tion of a concentrated salt enema which con- 
tained hydrogen peroxide, this consultant began 
to see an accelerated number of moderate to se- 
vere cases of hemorrhagic proctitis following its 
use. Hydrogen peroxide has since been deleted 
by the manufacturer. 

Anyone who performs an endoscopy after a 
wait of 30 minutes or more following the in- 
stallation of a concentrated salt solution into the 
rectum will bear witness to the fact that mucus 
may be present in such an abundance as to neces- 
sitate its removal by mechanical means to make 
endoscopy possible. When “. . . 4 patients were 
sigmoidoscoped approximately two hours after 

evacuation of the enema solution, . . . mucus in 
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considerable quantities was encountered in 2 
patients, and to a lesser degree in 2 other pa- 
tients.” “Mucus of slight degree was noted in 10 
cases and somewhat more pronounced in 2 cases” 
on sigmoidoscopy performed after bowel evacua- 
tion (presumably after about 15 minutes) (Gas- 
troenterology 32:748, 1957). It should be stressed 
that passage of mucus, no matter how produced, 
has been known to be of concern or disturbing 
to some patients (e.g. those with irritable colons). 
Finally, this consultant has observed that some 
patients, after the use of anal dilators for some 
time, have developed perverted habits or psycho- 
sexual problems that were difficult to break. This 
is also sometimes observed in patients with severe 
anal pruritus who treat themselves for some time 
with topical medicaments. . 


TREATMENT OF ACNE 


To THE Eprror:—Referring to the query and minor 
note “Treatment of Acne” in Tue Journa (July 
13, 1957, page 1291) and the comment on this 
query in THE JourRNAL (Sept. 21, 1957, page 316), 
I wish to say that one does not control acne by 
the use of any one measure. Several things one 
does to the individual patient contribute materi- 
ally to his or her improvement. A diet is, to my 
notion, essential, the restriction upon milk being 
the key item, for I surmise that milk contains a 
hormonal stimulant of human sebaceous glands. 
Even skimmed milk should not be used as a 
beverage. It has been almost 20 years since I 
published the observation that milk has an ill 
effect on acne. Some people believe this, others 
do not, and still others have never heard of the 
opinion. The clinical test of it is extraordinarily 
simple: give the patient another quart of milk a 
day to drink and see what happens; take milk 
away from him and see what happens. 

The endocrine state should be balanced. Many 
of the patients need thyroid, in a correct dosage; 
many of them need estrogenic hormones; many 
need both; some need neither. Topical applica- 
tions do not significantly influence the acne proc- 
ess, for it is deeply seated. Sebaceous material 
below the surface of the skin acts as a foreign 
body that provokes inflammatory reaction, and 
this is what is clinically called acne. When the 
response to hormone therapy seems to decline, 
the cause may lie in the patient's loss of interest 
in the diet or in taking pills. Or, some other in- 
fluence, such as increased emotional tension, may 
appertain. The child, during the school months, 
is likely to have worse acne than during vacation 
months, or the child may be enmeshed in extra- 
curricular activities such that sleep is inadequate 
and tension exceeds that which is consistent with 
well-being. In “Diseases of the Skin” (ed. 11, St. 

Louis, C. V. Mosby Company, 1956) I have de- 

‘voted about seven pages to a tightly written and 
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documented discussion along these lines and 
have above outlined an extremely brief conden- 
sation of the message I wished to convey in the 
book. Richard L. Sutton Jr., M.D. 
411 Nichols Rd. 
Kansas City 12, Mo. 


ROUTINE USE OF VITAMIN K 
IN OBSTETRICS 


To THE Eprror:—In the query and minor note on 


the routine use of vitamin K in obstetrics in THE 
Journat (Oct. 19, 1957, page 911) the consultant 
seems to give an inconsistent answer. He begins 
his discussion by stating that it has not been 
proved that there is any need for the routine use 
of vitamin K; yet later he advises that “it should 
“be given to all infants suspected of having cere- 
bral hemorrhage.” Irrespective of the Chicago 
statistics which he quotes, the following facts are 
established: 1. Many newborn infants develop a 
significant drop in prothrombin activity as meas- 
ured by the one-stage method. 2. A potential 
hemorrhagic state exists when the prothrombin 
activity is less than 25% of normal. 3. This de- 
crease in prothrombin activity can be prevented 
by giving the mother small doses of an inexpen- 
sive synthetic vitamin K preparation. 4. Serious 
hemorrhage can occur from minor trauma in 
hypoprothrombinemia. During the past few years 
several cases of severe hemorrhagic disease of 
the newborn infant with low prothrombin activity 
which responded promptly to vitamin K were 
seen in Milwaukee. It seems odd that there is still 
quibbling about giving vitamin K in one of the 
few conditions in which it is logically indicated, 
especially when the agent is given indiscrimi- 
nately for all types of bleeding conditions in 
which it is worthless and, perhaps, sometimes 
even harmful. 
Armand J. Quick, M.D. 
Professor of Biochemistry 
Marquette University 
Milwaukee, Wis. 


The above comment was referred to the consult- 
ant who answered the original query, and his reply 
follows.—Eb. 


To tHe Eprror:—The writer is correct in saying 
that the prothrombin time is prolonged in the ma- 
jority of newborn infants and that this is cor- 
rected by the administration of vitamin K. How- 
ever, clinical studies (Parks, 1942; Potke, 1945; 
Hay, 1951; and Sanford, 1942) have not shown 
that vitamin K has significantly reduced infant 
mortality nor hemorrhagic disease. Many infants 
with excessively prolonged prothrombin time do 
not bleed, while others manifest hemorrhagic 
signs with little prolongation. There is no proof, 
therefore, that prolongation of prothrombin time 





is the sole cause of hemorrhage. Moreover, re- 
cent reports by Meyer and Angus (Arch. Dis. 
Childhood 31:212, 1956) have shown that. large 
doses of vitamin K in premature infants may in- 
crease the risk of development of kernicterus by 
raising the already high level of serum bilirubin. 
Hence, vitamin K is not completely innocuous, as 
was previously thought. I am inclined to agree 
that vitamin K should be given, but not routine- 
ly, only in those cases where complications are 
suspected. 


STERILIZATION OF SHOES 
To THE Eprror:—In the Sept. 7, 1957, issue of THE 


JournaL, page 116, in the section, Queries and 
Minor Notes, an inquiry appeared regarding the 
sterilization of shoes. The two consultants both 
admitted that at present there is no practical 
means of doing this. There is, however, a method 
by which it is possible to render shoes sterile 
without in any way damaging or changing the 
physical characteristics of the leather, fabric, or 
rubber, as the case may be. This is by the use 
of ethylene oxide in the gaseous phase. This 
method of sterilization has been widely used in 
industry for many years for the sterilization of 
penicillin, intravenous plastic tubing, and a wide 
variety of other heat labile substances. However, 
the high pressures involved in handling the gas 
and the explosive hazard has not made it prac- 
tical for use in physicians’ offices, homes, or busi- 
ness establishments. Recently, however, the de- 
velopment of a mixture of ethylene oxide and 
inert halogenated hydrocarbons has rendered the 
material nonexplosive and easy to handle and has 
opened the way for the application of ethylene 
oxide sterilization for medical and commercial 
purposes. 

By modifying equipment slightly, we have suc- 
cessfully sterilized clothes, mattresses, pillows, 
and a variety of other things, including shoes. 
There is a reasonable possibility that within the 
next few months commercial equipment will be 
available for inexpensive sterilization of shoes for 
use in roller skating rinks, bowling alleys, etc. 
I will be pleased to furnish further details to 
anyone interested in this problem. 

J. R. Leonards, M.D., Ph.D. 
Western Reserve University 
Cleveland 6, Ohio. 


The above comment was referred to the consult- 


ant who answered the original query and his reply 
follows.—Eb. 


To tHE Eprtor:—The method of sterilization of 


shoes suggested by the correspondent is worthy 
of a trial if the product is inert and does not 
cause sensitization. Study by reliable institutions 
should be performed to verify the claims of the 
company. 
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Just Ready! Andresen’s Office Gastroenterology 


\n immediately useful book devoted solely to gastro- 
euterologic problems arising in office practice—and 
'o suitable and effective methods of diagnosing and 


treating them. Dr. Andresen’s vast experience is re- 
flected in a multitude of hints and helps to ease solu- 
tion of many puzzling and vexing problems, 
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A Practical New Boot 


Andresen’s 


Orrick GASTROENTEROLOGY 


An authoritative and up-to-the-minute working volume—filled with 
common sense diagnostic and therapeutic methods effective in office use 


Dr. Andresen has compressed within the confines of 
this fairly brief volume as much or more common- 
sense advice on the gastrointestinal tract than you 
would expect to find in a multivolume work. 

All the practical help and assistance here represents 
the results of the author’s personal experience in 
40 years of teaching and clinical practice. He shows 
the physician exactly how to obtain a clear picture 
of exactly what is wrong in the patient’s gastroin- 
testinal system by means of a careful history—a 
thorough physical examination—and some incisive 
thinking about the true nature of the disease process. 
Once it is understood and you have your finger on 
the proper cause, Dr. Andresen firmly and clearly 
states effective measures for management. Three 
types of gastrointestinal diseases are considered: 
(1) Those which may affect any or all parts of the 
tract. (2) Those which may affect only an indi- 
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Figure 22. a, Diaphragmatic hernia: (1) dilated esophagus; (2) most of stomach in ® 


vidual part. (3) Those originating elsewhere }u 


producing gastrointestinal symptoms or lesions, 


Nutritional needs are fully discussed and the effect 
of food on gastrointestinal function outlined. Guide: 
for formulating specific diets are presented. Harn. 
ful effects of indiscriminate use of the newer drugs 
are carefully pointed out. Proper and balanced a. 
tention is paid to x-ray and laboratory examination 
Indications for surgery and complications resulting 


from surgery are outlined. 


Usable, up-to-date advice is given on: Food poison. 


ing due to virus infection—Comparison between 


fractional and “tubeless” techniques of gastric analy: § 


sis—Collagen disease manifestations—Diagnosis oj } 


pinworms—Prolapse of gastric mucosa—Malabsorp. 


tion syndrome—Intravenous cholangiography—Ab-} 


Ete. 


Why not make yourself a present 
of this remarkable book? It’s one 
you can refer to with profit score: 
of times during the coming year. 
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Figure 59. Sigmoid polyp in patient with diverticula. 1, Diverticula (many more were 
found above) ; 2, polyp found at operation; R, rectum. 
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Cytomel’ 


a new hormone for 
treatment of hypometabolism 


“If a patient has signs and symptoms of 
hypometabolism, even if [she] has failed to 
respond to thyroid, a therapeutic trial 


with [‘Cytomel’] should be carried out.”” 


Case History:* 32-year-old female. Presenting complaints— 
chronic fatigue, vague muscle pains, obesity. Her hair was thick 
and coarse. Laboratory findings showed a BMR of —21% and 
PBI in the normal range. Other laboratory and clinical findings 
were normal. The patient had been treated previously with 
three grains of desiccated thyroid daily for approximately six 
months. There was no change during this treatment. 


Diagnosis: Metabolic Insufficiency—based on symptoms, signs 
and laboratory findings. 


Treatment: Starting dosage: 5 mcg. of ‘Cytomel’ daily; increased 
to 10 mcg. daily in the second week; then gradually increased to 
25 mcg. daily. 


Results: After one week: there was marked improvement in her 
outlook and energy. After two weeks: the patient was “‘feeling 
fine” and “‘sleeping better.”’ Her hair was silkier, and muscular 
aching had subsided. After six weeks: the patient reported 
“no complaints.”’ She felt fine, had more energy, and no joint 
stiffness. At this time she had lost 94 pounds, and her hair was 
soft and oily. 


1. Helm, A.H.: Value of a Therapeutic Trial with Liothyronine, Internat. 
Rec. Med. & Gen. Pract. Clin. 170:86 (Feb.) 1957. 


2. Morton, J.H., and Callas, X.: Clinical Experience with L-triiodothyronine 


in Metabolic Disorders, Scientific Section of 105th Meeting of A.M.A., 
Chicago, Ill., June 11-15, 1956. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for liothyronine 
(L-triiodothyronine), S.K.F. 


$15.00. 
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ford University School of Medicine, San Francisco. 
101 pages, 7” x 10”. 112 illustrations on 49 fig- 
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see how you like the 
Visette, doctor ... 
before you buy 





. +. use the new fransistorized Sanborn Model 300 Visette 


18 Ibs 
TRANSISTO 


$625 del 


RIZED 


electrocardiograph for 15 days ... without cost or obligation 


The more-than-usual interest shown by doctors in the new Sanborn Model 300 
Visette electrocardiograph is understandable: the Visette is the only instrument 
in history to provide clinical accuracy in such a small, lightweight form. And 
because it is so new, Sanborn Company expects that you, like many doctors, may 
want to “‘know more about it”’ before making a definite decision to buy a Visette 
for your own practice. You have that opportunity, by taking advantage of the 
Sanborn Company exclusive — and long-practiced — 15-day Trial Plan. 


In this way, doctor, you can use a new Visette in your office, on house and 
hospital calls, wherever you wish a ’cardiogram to be run — just as your practice 
actually demands. You have two weeks to thoroughly acquaint yourself with 
every feature of Visette operation and performance — to let the Visette prove 
itself in actual use. If you like, you can send Sanborn Company a specimen record 
made on your Visette, should any technical questions arise concerning the instru- 
ment’s use. 

Sanborn Company believes this is the best way — by proof in practice — to 
convey the true value of the Visette’s compactness, complete portability and 
fine-instrument accuracy of performance. Take the 15 days, doctor — simply 
are 2 “Inquiry Director, Medical Division”’ for full details of the No-Obligation 

rial Plan. 


The Model 51 Viso-Cardiette electrocardiograph — long a 
familiar instrument in heart practices throughout the world 
— is available as always, for those who prefer a larger, 
heavier instrument. Price $785 del. 


SANBORN COMPAN Y 
MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass. 
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when anxiety and tension “erupts” in the G. I. tract... 


IN ILEITIS 














PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 


“emotional overlay” of ileitis—without fear of barbiturate loginess, hangover or addiction . . . 
with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity and high 
effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 
Ep *Trademark * ®Registered Trademark for Tridihexethy! lodide Lederle 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 








provides economy in 


ACTH 


because it lasts long 





CORTROPHIN-ZINC 


Cortrophin-Zinc represents an advance in ACTH therapy 
because each injection lasts at least 24 hours in the most acute 
case to 48 hours and even longer in milder cases. It economizes 
not only in cost of ACTH therapy but also in the total dosage 
of ACTH required to treat the condition. This means little 
likelihood of overdosage symptoms, and fewer “peaks and 
valleys” of therapy. Cortrophin-Zinc is convenient to use, too, 
since it is an aqueous suspension which requires no preheating 
and flows easily through a 26-gauge needle. 





Available in 5-cc vials, each *T.M.—Cortrophin — 

ec providing 40 U.S.P. units by a me eto. Available in other countries as 
_ corticotropin with 2.0 mg +Brand of Corticotropin-Zinc Hydroxide 
of zinc. 


. 


CORTROPHIN-ZINC an Organon development Orange, New Jersey 
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Mental and Emotional disturbances 


Compazine 


to tranquilize with remarkable freedom from 


drowsiness and depressing effect 








Complaints: multiple 


Sensations: vague 


Many patients who present mul. 
tiple and vague complaints tha 
are part of no defined syndrom: 
or disorder respond extremely 
well to ‘Compazine’ therapy. | 


A typical case is the one de. 
scribed below: 


Female, 27, anxiety neurosis with 
multiple complaints such as diz- 
ziness, vague abdominal pain, 
weight loss. Patient had a 3-year 
history of these disorders which 
had not responded to sedatives, 
antispasmodics, or other therapy. 


On ‘Compazine’ the patient: 
symptoms promptly disappeared, 
she felt much better and gained 
8 pounds. 


Available: Tablets, Ampuls and Spansule® 


sustained release capsules. 





Smith, Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat Off. 
for prochlorperazine, S.K.F. 
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The itching and 

discharge of vaginitis can 
rob ‘a woman of self- 
assurance and composure. 
To restore the feeling of 
personal cleanliness, 
Sterisil Vaginal Gel attacks 
the cause of vaginitis—be 
it moniliasis, trichomoniasis 
or Hemophilus vaginalis.* 





A new anti-infective 
compound with broad 
antibacterial, antifungal and 
antitrichomonal activity, 
Sterisil is effective against all 
three types of vaginitis.1-4 
Sterisil, with unique 
affinity for tissue, clings to 
the site of application 
providing prolonged antiseptic 
action. In most cases, the gel 
need only be applied 
every other night. 

*H. vaginalis, the pathogen now 
believed responsible for most cases 
of so-called “nonspecific” vaginitis.* 
Dosage: One application every 
other night until a total of *e 
six has been reached. Treatment 
should be continued through 
one menstrual period. 
Severe cases may require 
treatment every night. 


Available in 1% oz. tubes 
with six disposable applicators 
and complete instructions. 


References: 1. Wolff, J. R.: In press. 

2. Ray, J. L., and Maughan, 

G. M.: West. J. Surg. 64:581 (Nov.) + 
1956. 3. Feldman, R. L.: In press. 

4. Hoefer, W. H. W.; Bailey, F. A., 

und Farley, W. W.: Antibiotic Med. & 

Clin. Therapy 4:31 (Jan.) 1957. 

5. Gardiner, H. L., and Dukes, C. D.: 
J. Obst. -& Cryvnec. 69:962 (May) 1955. 
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In Skeletal Muscle Spasm 


“, . . Disipal is an orally effective . . . anti- 
spasmodic drug. Results are prompt, and 
A “ta gratifying to the patient. The number of 
office visits . . . is reduced significantly. The 
dosage schedule is simple, and side actions 


are minimal...” 













Finch, J.W.: Clinical Trial of Orphena- 
drine (Disipal) in Skeletal Muscle Dis- 
orders. To - published. 
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ADVANTAGES In P ki o 
Ao ye n Parkinsonism 
Orally effective 3 ; 
Relatively long-acting “In a series of 176 patients ... a 
Minimal side actions valuable adjunct to therapy . . . a highly 
ioe selective action . . . effective as a 
Tolerance no problem euphoriant .. . and as an energizing 
oo contra- agent against weakness, fatigue, ady- 
Ae a namia, and akinesia . . . potent action 
against sialorrhea, diaphoresis, oculo- a 
INDICATIONS gyria, and blepharospasm . . . also 
Porkinsouiom lessens rigidity and tremor . . . minimal 
Muscle spasm due to side-reactions . . . [applicable] even in 
Sate cases complicated by glaucoma.” 
Herniated interver- a 
—— Hundred Seventy-Six Cases, J.A.M.A. 163:1352 (Apr. 13) 1957. 
Low back pain 
ee dineniatte Dosage: 1 tablet (50 mg.) t.i.d. In Park- 
end pee mg a insonism, when used in combination with 
Torticollis other drugs, smaller dosage may suffice. aun 


*Trademark of Brocades-Stheeman & Pharmacia, 
U.S. Patent No. 2,567,361. Other patents pending. 
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«Lower dosage 
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AN INDISCRIMINATE 
KILLER, TOUCHING 


earl Pe Sy eee THE YOUNG OR OLD 


HEALTHY HEARTS 


STROKE 


HEART ATTACK 


A KITCHEN FOR THE 
“TAKE-IT-EASY” COOK 


The ‘‘well-informed’”’ patient can help you, by helping himself. For reliable information 
on this subject, have your patients read: 


A collection of Hygeia articles: The War Against Heart Diseases Still Rages, Hearts in the 
Breaking, Preventing Heart Attacks, Heart Diseases of Middle Life. 20 pages, 20 cents 


In relation to overweight, hardening of the arteries, high blood pressure, blood clots, 
diabetes. by William W. Bolton, 8 pages, 15 cents 


Covering types of attacks, symptoms, relief and heart diseases. by Walter Modell, 
12 pages, 15 cents 


Designed for the cardiac housewife, but the work-saving ideas can be applied in any 
kitchen. Illustrated. by Anna May Wilson, 16 pages, 20 cents 


Write to: ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET @ CHICAGO 10 ¢ ILLINOIS 
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Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


Wyeth 
yAY 724 i Ci 8-7 [ 


 NON-NARCOTIC 


ANTI-INFLAMMATORY 























A NEW ANALGESIC FOR MUSCULOSKELETAL PAIN 


ENTIRELY NEW DOSE FORM: a | 2-layer tablet 
COMPARABLE TO CODEINE IN POTENCY: 








Zactirin 





TABLETS are equivalent in potency 


to % grain of codeine plus 10 grains of 


acetylsalicylic acid 


POTENTLY ANALGESIC 
SAFELY NON-NARCOTIC 
EFFECTIVELY ANTI-INFLAMMATORY 











In the field of rnoderate to modera*~ty severe pain, 


ZACTIRIN promotes a new concep. .n analgesia—effective 


pain control by mouth without resort to narcotic drugs. 


ZACTIRIN contains ethoheptazine citrate, the culmination of 


original Wyeth research for pure, potent analgesic action 


without the liabilities of codeine. For anti-inflammatory 
action, ZACTIRIN contains acetylsalicylic acid. 


Totally, ZACTIRIN has an analgesic and anti-inflammatory 
effectiveness comparable to that of codeine plus 
acetylsalicylic acid. ZACTIRIN has a high degree 

of toleration. It is free of codeine's side-effects, free of 





addiction liability, free of appreciable drug tolerance. 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for moderate to moderately severe 


musculoskeletal pain 


the effectiveness of 
codeine plus 
acetylsalicylic 


acid 





Supplied: Distinctive, 2-layer yellow-and-green 


Low-back pain 


Pain of bursitis, synovitis, and 
related conditions 


Minor traumatic pain 
Subacute postoperative pain 


Postpartum abdominal or 
perineal pain 


tablets, botties of 48. Each tablet contains 


75 mg. of ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 


Comprehensive litersture evailable on request 








*Trademark 
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FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRIT ¢ 
DISORDERS—from the mildest 


to the most severe 
many patients with MILD involvement can be effectively 
controlled with 


MEPROLONE 


many patients with MODERATELY SEVEREinvolvement can 
he effectively controlled with 


and NOW for patients with 
SEVERE involvement 










The first meprobamate-prednisolone therapy 





in one tablet, an antirheumatic, antiarthritic 
that simultaneously relieves: (1) muscle spasm 
(2) joint inflammation (3) anxiety and ten- 
sion (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: ‘MEPROLONE’-5— 5.0 mg. 
prednisolone, 400 mg. meprobamate and 200 
mg. dried aluminum hydroxide gel. ‘MEPRO- 
LONE’-2—2.0 mg. prednisolone, 200 mg. 
meprobamate and 200 mg. dried aluminum 
hydroxide gel. ‘MEPROLONE’-1 supplies 1.0 
mg. prednisolone in the same formula as 
*MEPROLONE’- 2. 


MOo MERCK SHARP & DOHME 
DIVISION OF MERCK 4 CO., ING, 
PHILADELPHIA 1}, PA, 


*MEPROLONE’ is « trademark of Merck & Co., Ine. 
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INTENSIFIED 


CONTROL 


letrex 


Tetracycline Phosphate Complex CAPSULES 


often the difference 
between rapid and 


delayed response 





blood levels practically double those of 
tetracycline hydrochloride within 1-3 
hours maintains higher blood levels 
than tetracycline hydrochloride up 
to 24 hours a single, highly effictent 
antibiotic permitting simple, flexible 
dosage equally effective on convenient 
b.t.d. schedule, as on a q.i.d. schedule 

practically sodium-free—pure com- 


pound—not a mixture. 


Supplied: TETREX Capsules 

tetracycline HC! activity; botties of 16and 100. New TETREX Pediat 
Capsules containing the equivalent of 100 mg. tetracy 

bottles of 25 and 100 























Tetracycline Phosphate Complex CAPSULES If | 


® Virtually doubles tetracycline blood 
levels within 1-3 hours’” 


® Maintains higher tetracycline blood 
levels over 24-hour period’... 


# Faster, more complete control of 
tetracycline-sensitive organisms 


Eleven independent investigators+5 
obtained successful results with TETREX 
in 263 (95.6 per cent) of 275 patients 
with a variety of infections. Although 
nearly twice as efficient, tetra- 
cycline phosphate complex 
(TrETREXx) has shown a 
“remarkably low incidence 
of side reactions. . .’’4 


® A single, highly efficient antibiotic 


Freely indicated in low-sodiurr regimens, 

TETREX permits flexible effective therapy. 
Patients can be treated on 500 mg. b.i.d.— 
or 250 mg. q.i.d. dosage schedule 


= No increase in cost over tetracycline HCl 


SUPPLIED: Capsules containing the equivalent 

of 250 mg. tetracycline HCl activity; bottles of 
16 and 100. New Tetrex Pediatric Capsules 
containing the equivalent of 100 mg. tetra- 
cycline HC] activity; bottles of 25 and 100. 


1. Kaplan, M. A., et al.: Antibiotic Med. 4:99, 1957. 
2. Welch, H., et al.: Antibiotic Med. 4:215, 1957. 

3. Independent studies by P. A. Bunn; S. Katz, 

and G. A. Cronk on 188 patients. 4. Cronk, G. A., 
and Naumann, D. E.: Antibiotic Med. 4:166, 1957. 

5. Bernhardt, H. J.; Katz, S.; Oxley, L. O.; 

Prigot, A.; Putnam, L. E.; Rein, C. R.; Tittle, C. R.; 
Wachtel, L. M., and Weller, C.: Personal 


communications. 
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CONTROL 
Tetr PX 
Tetracycline Phosphate Complex CAPSULES | 


often the difference 
between rapid and 
delayed response 





blood levels practically double those of 
tetracycline hydrochloride within 1-3 
hours maintains higher blood levels 
than tetracycline hydrochloride up 
to 24 hours a szngle, highly effictent 
antibiotic permitting simple, flexible 
dosage equally effective on conventent 
b.1.d. schedule, as on a q.i.d. schedule 
practically sodium-free—pure com- 
pound—not a mixture. 





Supplied: TETREX Capsules containing the equivalent of 250 mg 
tetracycline HC! activity; bottles of 16 and 100. New TETREX Pediatr 
Capsules containing the equivalent of 100 mg. tetracycline HC! activity 
bottles of 25 and 100 

















letrex 


# Virtually doubles tetracycline blood 
#® Maintains higher tetracycline blood 


= Faster, more complete control of 


® A single, highly efficient antibiotic 


= No increase in cost over tetracycline HCl 








Tetracycline Phosphate Complex CAPSULES 











levels within 1-3 hours’ 
levels over 24-hour period’... 


tetracycline-sensitive organisms 


Bo 


Eleven independent investigators4,5 
obtained successful results with TETREX 
in 263 (95.6 per cent) of 275 patients 
with a variety of infections. Although 
nearly twice as efficient, tetra- 
cycline phosphate complex 
(TETREXx) has shown a 
“remarkably low incidence 
of side reactions .. .’4 


Freely indicated in low-sodium regimens, 

TETREX permits flexible effective therapy. 
Patients can be treated on 500 mg. b.i.d.— 
or 250 mg. q.i.d. dosage schedule 


SUPPLIED: Capsules containing the equivalent 

of 250 mg. tetracycline HCl activity; bottles of 
16 and 100. New Tetrex Pediatric Capsules 
containing the equivalent of 100 mg. tetra- 
cycline HC] activity; bottles of 25 and 100. 





1. Kaplan, M. A., et al.: Antibiotic Med. 4:99, 1957. 
2. Welch, H., et al.: Antibiotic Med. 4:215, 1957. 

3. Independent studies by P. A. Bunn; S. Katz, 

and G. A. Cronk on 188 patients. 4. Cronk, G. A., 
and Naumann, D. E.: Antibiotic Med. 4:166, 1957. : 

5. Bernhardt, H. J.; Katz, S.; Oxley, L. O.; } ZN) 
Prigot, A.; Putnam, L. E.; Rein, C. R.; Tittle, C. R.; \ 
Wachtel, L. M., and Weller, C.: Personal zZ 


communications. 

















You saw DIALOSE at the A.M.A. meeting 


Both Modern Constipation Therapies 
combined 


wetting agent 
plus 
non-irritating, lubricating gel 


~~ te 


Dialose 





One Capsule Contains : 
Diocty! Sodium Sulfosuccinate 100 mg. 
Sodium Carboxymethyicellul 400 mg. 








THE STUART COMPANY, PASADENA, CALIFORNIA 
Write for samples and literature 











































The therapeutic effect of a Spansule* 
sustained release capsule is: 
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Recent addition to the ‘Spansule’ capsule line 
Thorazine* Spansule* 


30 mg., 75 mg., 





50 mg. and 200 mg. - chlorpromazine, S.K.F, sustained release capsules, S.K.F. 





An outstanding tranquilizer and antiemetic— 
NOW in ‘Spansule’ sustained release capsules 


Compazine* Spansule* 


prochlorperazine, S.K.F. sustained release capsules, S.K.F, 














A well-tolerated broad-spectrum antibacterial in 
a new and unique sustained release liquid form 


Sul-Spansioni 


sustained release sulfaethylthiadiazole, S.K.F. 
sustained, optimum therapeutic blood and urine levels 
around-the-clock with a single oral dose q12h 











When your hypertensive patient needs prolonged 
control of blood pressure and gentle relaxation... 


Eskaserp* Spansule* 


reserpine, S.K.F. sustained release capsules, S.K.F. 





0.25 mg. and 0.50 mg. 








When your overwrought patient needs smooth and 
subtle relief of both anxiety and depression . 


Dexamyl* Spansule* 


Dexedrine* plus amobarbital sustained release capsules, S.K.F. 
(1) ‘Dexedrine’, 10 mg., and amobarbital, | gr. (2) ‘Dexedrine’, 15 mg., and amobarbital, 14 gr. 








When your overweight patient needs daylong control of appetite in weight reduction... 


Gaup Dexedrine* Spansule* 


5 mg., 10 mg. and 15 mg. dextro-amphetamine sulfate, S.K.F. sustained release capsules, S.K.F, 








When your tense, excitable patient suffers from visceral spasm or peptic ulcer... 


Prydonnal* Spansule* 


atropine, scopolamine, sustained release capsules, S.K.F, 


0.4 mg. plus 1 gr. hyoscyamine plus phenobarbital 
Also available: Prydon* Spansule* capsules, 0.4 mg. and 0.8 mg.—belladonna alkaloids without phenobarbital 














When your allergic patient needs uninterrupted antihistamine protection... 


Gay, “, Teldrin* Spansule* 


chlorprophenpyridamine sustained release capsules, $.K.F, 
maleate 


8 mg. and 12 mg. 








‘Spansule’ capsules are unique—in manufacturing process, in appearance and in 

principle of action. The hundreds of tiny, variously coated pellets in each capsule 

assure a release of medication which is uniform, continuous and prolonged— 

regardless of individual variations in pH and motility of the intestinal tract. 

made only by 

Smith, Kline & French Laboratories, Philadelphia *T.M. Reg. U.S. Pat. Off. 


first ¥ in sustained release oral medication {Trademark 


istained release of medication over a prolonged period of time 
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- Unicap 


* TeaDeuMaeaenx #266 ws fa? OFF 


fs Multivitamin Capsules 


Each Unicap 
contains: 
Vitamin A 
5,000 U.S.P. units 
Vitamin D 
500 U.S.P. units 
Ascorbic Acid 

mg. 
Thiamine HCI 
2.5 mg. 
Riboflavin 
2.5 mg. 
Pyridoxine HCI 
0.5 mg. 
Calcium Pantothenate 
5 mg. 
Nicotinamide 
20 mg. 
Cyanocobalamin 
2 meg. 


Folic Acid 
0.25 mg. 

















lowering b.p. comfortably 





TF cae shows course of hypertensive 
patient over 31/2 years. Red area shows pressure before treat- 
ment—as high as 270/150. Black area shows response to Serpasil 
and Apresoline therapy. This favorable response to Serpasil/ 
Apresoline was achieved with a maximum of only 100 mg. Apresoline 
daily, a dose so low as to virtually eliminate side effects. 
(Chart adapted from Wilkins, R.W.: Ann. New York Acad. Sc. 59: 
36, 1954.) When blood pressure must come down, consider Serpasil- 
Apresoline combination tablets. Serpasil®-Apresoline® HCl 
(reserpine-hydralazine HCl CIBA). C [ B A Summit, N.J. 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


“No Reason to Feel” Asian Influenza 
Virulence Will Increase . . 

Social Security Disability Payments 
Running as Forecast . . 

New Test to Measure Radiation 
Exposure. . 

11 New Demonstration Projects 

for Disabled . . 


ASIAN INFLUENZA VIRULENCE 
NOT EXPECTED TO INCREASE 


Although epidemics may occur between January 
and March, Surgeon General Burney says “there is 
no reason to feel” that the virulence of Asian in- 
fluenza will increase. 

Dr. Burney made this point at a news conference 
in which he announced that the nation “seems to 
be emerging from the most widespread inflluenza 
epideminc in 40 years.” Although a total between 
15 and 20 million Asian influenza cases are esti- 
mated to have occurred in the United States be- 
tween Sept. ' and mid-December, incidence has 
been falling uff steadily in November, with the 
lowpoint of 225,000 new cases reached the last 
week in that month. 

The Asian influenza statistics come from the PHS 
reporting service. Corroboration of the downtrend 
is offered by the National Health Survey which 
since July 1 has been checking on upper respiratory 
cases through its household sampling method. The 
survey's figures show the peak week was Oct. 13 
through 19, when 12,238,000 persons were re- 
ported confined to bed with these conditions. A 
gradual decrease has since been noted by the 
survey. 

An influenza-pneumonia deaths survey of 108 
major cities shows the same trends, with the decline 
setting in early November. Deaths from these 
causes in the 108 cities between September and 
December were set at 7,642, or a little more than 
double the total for the same period last year. 

Dr. Burney commented: 

“While the present epidemic wave appears at 
this time to be on the wane, further outbreaks are 
possible. The disease can be expected to occur 
throughout January, February and March when 
influenza is usually at its peak. We can expect, 
moreover, that influenza occurring this season will 
be largely of the Asian strain. 

“It is impossible to predict at this time whether 
on not the spread of the disease will mount again 
to epidemic proportions. We do know, however, 
that Japan appears to be experiencing a second 
wave, an institution in California which had an 
epidemic in August had a small second outbreak 


‘ this month, 3 counties in Arizona have recently 


had a second increase in influenza-like cases, and 
Louisiana reported a number of new school out- 
breaks in late October. No increase has been noted 
in the virulence of the disease. 

“In view of these facts, the Public Health Service 
continues to urge vaccination, and to point out 
that this protection is particularly important to 
the chronically ill, the aged, and pregnant women.” 

In answer to a question, Dr. Burney underscored 
the plight of the vaccine manufacturers. He said 
that they are concerned with the growing over- 
supply in their stocks and in supply lines and the 
PHS made no objection when the manufacturers 
decided on cutbacks. He said the “temporary drop 
in demand” justified a reduction, then added that 
“now there is practically no demand.” 

By mid-December 50 million doses had been pro- 
duced, but of this supply more than 20 million 
doses were still in the manufacturer's or retailer's 
hands or in transit. 


REPORT ON SOCIAL SECURITY 
DISABILITY PAYMENTS 


The number of disabled persons covered by 
social security who are getting monthly disability 
payments is averaging 131,000 at last count, accord- 
ing to the Social Security Administration. The 
average payment in October, the last month re- 
ported, was $72.24, which means a total expendi- 
ture of nearly 10 million dollars a month. 

By next July the agency expects to have about 
200,000 disabled on the rolls. And with an antici- 
pated rise in average monthly payments, the Dis- 
ability Trust Fund will be paying out at the annual 
rate of close to 200 million dollars. HEW Secretary 
Folsom, at the time of the hearings on the bill, 
forecast such a spending rate aa he projected 
900 million dollars by 1980. 

The average disability payment is higher than 
the national average for other retired persons. The 
latter is around $65. The SSA explains that the 
latter group takes in many older persons who never 
were fully in the labor market and also that wages 
have risen considerably since before World War II. 
Those getting disability payments have come more 
recently from the labor market, therefore have 
earned higher payments because of higher monthly 
payroll taxes. 

The Disability Trust Fund as of September had 
some 525 million dollars in it, according to the SSA. 
This money comes from the “% of 1% payroll tax 
increase for employees and employers that has been 
in effect since last January. 

(Continued on page 26) 
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The SSA plans in the first three months of 1958 
to open 25 new district offices around the country. 
This would bring the total here and in territories 
to 583. These offices answer questions on social 
security matters, help persons file claims for bene- 
fits, and issue social security numbers. 

SSA Commissioner Charles Schottland said many 
of the new offices will be in agricultural areas so 
that the farm population which only recently was 
covered by the social security law will not have to 
travel too long distances. Other offices are going 
up in industrial areas that have experienced heavy 
increases in population. 

The new offices are opening in Anderson, S. C.; 
Appleton, Wis.; Chico, Calif.; Columbus, Ind.; 
Creston, Iowa; Defiance, Ohio; Dover, Del.; Find- 
lay, Ohio; Hays, Kan.; Houma, La.; Huntsville, 
Ala.; Independence, Mo.; Indiana, Pa.; Kankakee, 
Ill.; Laredo, Texas; Madison, Ind.; Marietta, Ohio; 
McAllen, Texas; Newark, Ohio; New Philadelphia, 
Ohio; Onionta, N. Y.; Poplar Bluff, Mo.; Rochester, 
Minn.; Valdosta, Ga.; Visalia, Calif. 


NEW TEST TO MEASURE 
RADIATION EXPOSURE 


A new test has been developed at the National 
Cancer Institute to measure the amount of radia- 
tion a person has received, providing the head is 
among the parts of the body exposed. 

Researchers at the institute found that radiation 
produces certain hair root changes that can be de- 
tected by microscope; the greater the radiation 
doses, the more extensive the hair root changes. 

Since the tests are valid where the whole body 
surface has been involved, the Public Health 
Service points out that the technique should be 
found of particular value in measuring the amount 
of accidental exposure. 

Radiation was found to affect the hair in the 
following ways: 

1. Roots of growing hair showed abnormal 
changes as early as four days after exposure to 
radiation. 

2. Progressive thinning of hair roots was ob- 
served. 

3. Number of growing hair roots found affected 
was proportionate to the dose of radiation received 
and to the time interval following irradiation. 

The new technique was developed by examina- 
tion of the hair roots of cancer patients who were 
being given radiation therapy by irradiation of 
saaall areas of the head alone or of the entire body 
surface. The findings are reported by Drs. E. J. 
Van Scott and R. P. Reinertson of the Institute in 
the Journal of Investigative Dermatology. 


ELEVEN NEW DEMONSTRATION PROJECTS 
FOR THE DISABLED 


The Office of Vocational Rehabilitation has 
launched 11 new projects spread over 10 states to 
improve and speed up services and employment 
opportunities for the severely disabled. In every 
case a local nonprofit association or institution is 
carrying on the work, with the assistance and 
financial backing of OVR. A total of $301,066 has 
been allocated to the activities by OVR. 
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Seven of the demonstration projects are to assist 
mentally retarded persons qualify is self-sustaining 
iobs, two are in the field of service to the home- 
und, one is in the vocational adjustments of 
physically disabled persons who also have emo- 
tional problems, and one is to develop optical aids 
for the near-blind. 
Experience gained through the special research one 
program of OVR over the past three years will be . 
applied to the new projects, according to OVR & lycoside 
Director Mary E. Switzer. Miss Switzer said addi- i 
tional demonstration projects will be started in the consistently 
near — or for ae projects 
range between $16,000 an 000. "4 
OVR also announces allocation of $299,160 for reliable fe or 
13 research projects in eight states and Puerto Rico. 
Recipients are state rehabilitation agencies and 
other public organizations. Since start of the OVR 
research program in 1955, a total of 4 million dol- 
lars has been spent in similar research grants. Re- 
search grants range from $8,750 to the Denver De- e routine or emereenes 
partment of Welfare to develop methods of measur- - 
ing values and results of various techniques for 1: 
partial or total job rehabilitations to $67,023 to the ul 
Federal Guidance and Employment Service of New 
York to demonstrate the feasibility of rehabilitating 


tlalization 


disabled workers 60 years of age and over. e lonetterm mamtenanes 


AFL-CIO WANTS MORE.FEDERAL AID 
FOR HEALTH 


Federal action on a broad front in the health and 
medical field is advocated by the AFL-CIO. Dele- 
gates so expressed themselves at the annual con- 
vention of the combined unions, which have a total 
membership of around 13,500,000. 

The organization adopted a number of resolu- 
tions which would enlarge the social security 
system, including the Forand bill for hospitalization I ANOXIN: TABLETS 
and surgical services for the retired aged. Others VN \B 
called for payment of social security benefits to hit 
women at age 60 (it was lowered to age 62 by the 
84th Congress ); increasing the primary benefit for 
each year of continued employment after age 65; LANOXIN? INTECTION 
higher benefits for widows. ; 

The unionists also want the disability payments 
program for covered workers liberalized because 
of what they describe as “stringent rulings which “LANOXNIN' ELINER PEDIAVERE 
have deprived thousands of the disabled of their 
benefits.” This program also was authorized by the 
last Congress; it provides for payment of social 
security to the certified disabled at age 50 instead 
of waiting until 65 for a pension based on age. 


Resolutions approved federal aid to medical | a 
schools along with scholarships for qualified stu- i A ea op 4 4 Pag 
dents, a 10-year extension of Hill-Burton hospital 


4 
a ie 


construction program, and continued support of 
medical research. 


MISCELLANY 


Major ae P. Albrite, director of audiology } 1) BW. & Co.’ 
and speech center, Walter Reed Army Hospital, has jormerly known ¢ (LOX DW. 4 0. 
been awarded the Army commendation ribbon 
with metal pendant for contributions to audiology 
and speech therapy in the past four years. 

The U. S. Office of Education is negotiating with 
Russia for an interchange of educational special- 
ists, according to Secretary Folsom. He said, “We 
believe this is the most constructive next step we 
can take to improve our knowledge of Soviet 
education.” 


BURROUGHS WELLCOME & { 5A | uckahoe New York 
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im myocardial infarction... 
immediate use of anticoagulants 
may be life-saving —long-term 
prophylactic use may be 
life-prolonging with fewer 
thromboembolic complications 


for all cases* 

The routine administration of anticoagulants 
whenever a myocardial infarction has occurred 
is now widely accepted throughout the world.!* 
As Wright! recently observed, a panel of lead- 
ing cardiologists from eight countries “agreed 
unanimously that, unless contraindications 
exist, all patients should receive anticoagulant 
therapy.” 


‘‘remarkable”™ life-saving potential 

The anticoagulants “have undoubtedly reduced 
the immediate mortality in coronary throm- 
bosis by about half...’’4 


extends longevity 

Long-term use of anticoagulant agents favors 
the remaining life expectancy, depending on 
whether the patient has already suffered one 
or more infarcts.57 Reduction of mortality is 
attended by fewer recurrences and fewer com- 
plications. According to one study,® patients 
with a single myocardial infarction may live 
for 7 years without anticoagulants, as con- 
trasted with 24 years in treated patients ; those 
who have had recurrent attacks have an esti- 
mated life expectancy of only 3% years with- 
out anticoagulants, while those receiving such 
continued therapy may survive for 17 years. 


useful in general practice 

With appropriate control, “the hazard from 
hemorrhage is considerably less than from the 
progress of the disease.”® A recent paper® 
states, “The use of anticoagulants need not be 
reserved for those in the specialties...” The 
author calls attention to the distinctive safety 
of COUMADIN: “the danger of bleeding, which 
will be inherent in any anticoagulant, is cer- 
tainly minimal and most readily reversible.” 


References: d- + xt : J.A.M.A, 163:918, 1957. 


- Nichol, Main. North America, Mar., 1954. 
Foley Chron. Dis, 3:448, 1956. 4. Edi- 
seta: aw. gy Health 46:1025, 1956. 5. Keyes, 


J.W., et al.: Ticdelien 14:254, 1956. 6. Suzman, M. M., 
et al.: Ibid. 12:388, 1955. 7. Foley, W.T., et al.: A.M.A. 
Arch. Int. Med. 95:497, 1955. 8. Goctuie. D. H.: Ari- 
zona Med. 13:389, 1956. 9. Nicholson, J. H., "and Leavitt, 


C()UMADIN. 
SODIUM .... 


parenteral use 


possesses advantages that make it nearly 
an ideal anticoagulant**...“may well 
become... anticoagulant of choice’’* 


More and more clinicians are recognizing the 
unique properties of COUMADIN Sodium as an 
anticoagulant. Typical of many evaluations: 


“(COUMADIN] yields a prompt anticoagulant 
effect with a high degree of predictability, a 
stable level of hypoprothrombinemia is easily 
maintained, it showed no adverse toxic effects, 
and it is readily counteracted by phytonadione, 
if occasion demands.’”® “Forecasting of a main- 
tenance dose is relatively easy...”!° 


Once the individual dose has been established 
(about 10 mg., sometimes less), it may be given 
over a long period with less frequent estima- 
tions of prothrombin time.!?'4 Action of vita- 
min K is readily reversible with COUMADIN. 


IN SUMMARY “From these experiences and the 
reports of others, Coumadin sodium...deserves 
a wide clinical application for the management 
of thromboembolic conditions.” !°® 


Coumadin® Sodium 1| Endd| 


Tablets: For oral use—5 mg., peach, scored; 10 mg., 
white, scored; 25 mg., red, scored. 





Injection: For intravenous or intramuscular use— 
Single Injection Units, consisting of one vial, 75 mg., 
and one 3-cc, ampul Water for Injection. 


Average Dose: Initial, 75 mg. Maintenance, 5 or 
10 mg. daily, or as indicated. 


CouMADIN (warfarin) Sodium — manufactured under 
license from the Wisconsin Alumni Research Founda- 
tion, developed for clinical use by Endo. 


T., Jr.: New England J. Med. 255:491, 1956. 10. Nichol- 
son, x H.: Paper presented at Second Annual Meet., 
Am. Coll, Ang glology, se ay Ill., June 8, 1956, to be 
published. 11. Pollock, B. E.: J. A'M.A. 161: 404, 1956. 
12. Shapiro, S.: Surg. Clin. North America, Apr., 1956. 
13. Ware, A. G., and Stragnell, R.: Ann. nt. Med. 
46:450, 1957. 14, Clatanoff, D. v., and Meyer, O. O.: 
A.M.A. Arch. Int. Med. 97:753, 1956. 
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sodium*retention . : 


when anxiety and tension “erupts” in the G. |. tract... 


IN GASTRIC ULCER 










PATHIBAMATE: 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg .) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of gastric eloee-sariilboat fear of barbiturate loginahe, hangover or 
addiction... with PATHILON (25 m g.jan anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment ro many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


a> *Trademark @Registered T’ ademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 














asa» Compatible with common 
I - Stable for 24 hours in 


solution at room temperature. Aver- 
age IV dose is 500 mg. given at 12 
hour intervals. Vials of 100 ng., 
250 mg., 500 mg. 








THERAPEUTIC BLOOD LEVELS ACHIEVED 





Many physicians advantageously use 
the parenteral forms of ACHROMYCIN 
in establishing immediate, effective 
antibiotic concentrations. With 
ACHROMYCIN you can expect prompt 
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re 
(INTRAMUSCULAR> Used to start a pa- 
tl l! nis regimen immediately, 


or for patients unable to take oral 
medication. Convenient, easy-to-use, 
ideally suited for administration 

in office or patient's home. Supplied 
in single dose vials of 100 mg., (no 
refrigeration required). 
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IN MINUTES -- SUSTAINED FOR HOURS 


control, with minimal side effects, 
Over a wide variety of infections - 
reasons why ACHROMYCIN is one of to- 
day's foremost antibiotics. 


CEDERLE LABORATORIES DIVIGION. AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK. > 
Reg. U.S. Pat. Off, 
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MEETINGS 











AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Chicago, June 6-10. 
1960 Clinical Meeting, Washington, D. C. 


AMERICAN 
January 

AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Statler Hilton 
Hotel, Jan. 9-11. Dr. Frank H. Kidd Jr., 4000 Junius St., Dallas, Tex., 
Chairman. 

AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Hotel Heidelberg, 
Jackson, Miss., Jan. 16-18. Dr. James H. Johnston Jr., 710 N. State St., 
Jackson, Miss., Chairman. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Waldorf-Astoria Hotel, 
New York, Jan. 31-Feb. 1. Dr. George S. Phalen, 2020 E. 93d St., Cleve- 
land 6, Secretary. 

NEUROSURGICAL SocreTyY OF AMERICA, Key Biscayne, Fla., Jan. 15-18. 
Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., Secretary. 

SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Hollywood, 
Fla., Jan. 12-16. Dr. Lawrence Thackston, 557 Carolina Ave., N.E., 
Orangeburg, S. C., President. 

WESTERN Society For CLINICAL ResEarcu, Carmel, Calif., Jan. 30-Feb. 1. 
Dr. Arthur J. Seaman, Univ. of Oregon Med. School, Portland 1, Ore., 
Secretary. 


February 

AMERICAN ACADEMY OF ALLERGY, Bellevue-Stratford Hotel, Philadelphia, 
Feb. 3-5. Dr. Francis C. Lowell, 65 E. Newton St., Boston, 

AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, New York, Feb. 12-14. 
Dr. Leonard J. Goldwater, 600 W. 168th St., New York 32, Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Waldorf-Astoria Hotel, 
New York, Feb. 1-6. Mr. John K. Hart, 116 S, Michigan Ave., Chicago 8, 
Executive Secretary. 

AMERICAN COLLEGE OF RapioLocy, Drake Hotel, Chicago, Feb. 5-8. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

AMERICAN ProresTaANT HosprTat AssociaTIoN, Morrison Hotel, Chicago, 
Feb. 11-13. Mr. Olin E, Oeschger, 740 Rush St., Chicago 11, General 
Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 8-11. Dr. Edward L. Turner, 535 N. Dearborn St., Chi- 
cago 10, Secretary. 

CENTRAL SuRGiIcaAL AssocraTION, Deshler-Hilton Hotel, Columbus, O., 
Feb. 20-22. Dr. Charles D. Branch, 1002 North St., Peoria, Ill., Secretary. 

Society oF UNIVERsITY SuRGEONS, Boston, Feb. 6-8. Dr. James D. Hardy, 
Univ. Med. Center, Jackson, Miss., Secretary. 


INTERNATIONAL AND FOREIGN 


1958 
January 
INTERNATIONAL SYMPOSIUM ON RADIOACTIVE IsOTOPES IN CLINICAL MED- 
ICINE AND RESEARCH, Bad Gastein, Austria, Jan. 7-10. For information 
address: Dr. Herbert Vetter, 2nd Medical University Clinic, Wien IX, 
Garnisongasse 13, Vienna, Austria. 


February 


_ Pan-AMERICAN CoNnGRESS OF OPHTHALMOLOGY, New York, N. Y., U. S. A., 


Feb. 1. For information address: Dr. William L. Benedict, 100 First 
Avenue Bldg., Rochester, Minn., U. S. A. 


March 
ConGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SocrETy, New Or- 
leans, La., U. S..A., Mar. 24-27. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U. S. A., Executive Secretary. 
INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGi OF 
Surceons, U.S. anp CANADIAN SEcTIONS, Los Angeles, Calif., U. S. A., 
Mar. 9-14. Dr. Max Thorek, 1516 Lake Shore Dr., Chicago 10, IL., 
U.S. A., Secretary General. 


April 

ASSOCIATION OF SURGEONS OF GREAT BriTAIN & IRELAND, Belfast, N. Ire- 
land, Apr. 10-12. For information address: Joint Secretariat, 45, Lin- 
coln’s Inn Fields, London, W.C.2, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION OF APPLIED PSYCHOLOGY, 
Rome, Italy, Apr. 9-14. For information address: Dr. C. B. Frisby, 14, 
Welbeck St., London, W.1, England. 

Heartu Concress or Royat Society or HEALTH, Eastbourne, England, 
Apr. 28-May 2. For information address: The Secretary, Royal Society 
of Health, 90, Buckingham Palace Road, London, S.W. 1, England. 

INTERNATIONAL CONGRESS OF INTERNAL MEDicINE, Sheraton Hotel, Phila- 
delphia, Pa., U. S. A. — 24-26. Mr. E. R. Loveland, 4200 Pine St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTERNATIONAL "ConGcREss OF LEGAL AND SoctAt MEDECINE, Madrid, 
Spain, April 16-19 For information address: Prof. B. Piga, Dept. of 
Legal Medecine, Madrid University, Madrid, Spain. 

INTERNATIONAL ConGREss or Mepicrng, Athens, Greece, April 4-12. Prof. 
P. Delore, 13 Rue Jarente, Lyon, France, Secretary-General. 

INTERNATIONAL CONGRESS OF NEo-Hrepocratic MEpicinE, Athens and 
the Isle of Cos, Greece, Apr. 4-12. For information address: Prof. Pav- 
lakio, International Congress of Neo-Hipprocratic Medicine, Faculty of 
Medicine, Athens, Greece. 

Pan AMERICAN CONGRESS OF THE History OF MEDICINE, Rio de Janeiro, 
Brazil, Apr. 12-20. Dr. Ordival Carriano Gomes, Rua Mexico, “es 
Andar, Rio de Janeiro, Brazil, Secretary-General. 
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Pan AMERICAN MEDICAL WOMEN’s ALLIANCE, McAllister Hotel, Miami, 
Fla., U.S. A., Apr. 14-17. Dr. Hilla Sheriff, 435 Wade Hampton Office 
Bidg., Columbia, S.C., U.S. A., Chairman. 


May 

AsIAN REGIONAL ParepiaTric ConGress, Singapore, Malaya, May 26-90, 
For information address: Organizing Secretary, The First Asian Re. 
gional Paediatric Congress, General Hospital, Paediatric Unit, Singapore, 
Malaya. 

CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pust.ic, Brussels, Belgium, May 3-4. Mr. M. Lucien Viborel, 92, rue 
St. Denis, Paris I, France, Secretary-General. 

CONGRESS OF FRENCH Society or OPHTHALMOLOGY, Paris, France, May 
11-15. For information address: Dr. Guy Offret, 16, rue de Logeibed 
Paris, France. 

CONGRESS CF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncuu, Munich, Germany, May 16-17. Dr. J. M. Lemoine, 189, 
boulevard St. Germain, Paris 7e, France, Secretary-General. 

Worip Concress or GASTROENTEROLOGY, Sheraton-Park Hotel, Wash- 
ington, D. C., U. S. A., May 25-31. Dr. H. Marvin Pollard, University 
Hospital, Ann Arbor, Mich., U. S. A., Secretary-General. 


June 

CANADIAN MEDICAL AssccIATION, Halifax, N. S., Canada, June 15-19, 
Dr. A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

ConGrEss OF INTERNATIONAL FEDERATION OF GYNECOLOGY AND OpssTET- 
rics, Montreal, Can., June 22-28. For information address: Prof. L. 
Gerin-Lajoie, 1414 rue Drummond, Suite 313, Montreal, Canada. 

INTERNATIONAL ASSOCIATION FOR CHILD PsycHiaTRY, Lisbon, Portugal, 
June 15-20. Mrs. Irvine, Tavistock Clinic 2, Beaumont St., London, 
W. 1, England, Secretary-General. 

INTERNATIONAL CONGRESS OF Urotocy, Stockholm, Sweden, June 25- 
July 1. Dr. G. Giertz, Karolinska Sjukhuset, Stockholm 60, Sweden, 
Secretary-General. 


July 
AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Stockholm, Swe- 
~ ey 2- 7. a Michael L. Mason, 40 E. Erie St., Chicago, Il., 


British MEDICAL ae Birmingham, England, July 10-18. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W. C. 1, England. 

British TUBERCULOSIS ASSOCIATION, Royal Festival Hall, London, England, 
July 1-4. For information address: Secretary-General, National Associa- 
tion for the Prevention of Tuberculosis, Tavistock Square, London, 
W. C. 1, England. 

ConcrEss OF MEDICAL WoOMAN’s INTERNATIONAL ASSOCIATION, Bedford 
College, Regents Park, London, England, July 15-21. Dr. Janet Aitken, 
80 a Acacia Rd., London, N. W. 8, England, Secretary-General. 

INTERNATIONAL CANCER ConGnress, Royal Festival Hali, London, England, 
July 6-12. For information address: Secretary-General, 7th In‘ermational 
Cancer Congress, 45 Lincoln’s Inn Fields, London, W. C. 2, Exgland. 

INTERNATIONAL UNION oF BroLocicaL Sciences, London, England, July 
16-28. For information address: Chairman, Division of Biology and 
Agriculture, National Research Council, 2101 Constitution Ave., N. W 
Washington 25, D. C., U. S.A. 


August 


INTERNATIONAL CONGRESS OF GENETICS, Montreal, Que., Aug. 20-27. Mr. 
- bp Department of Genetics, McGill, Univ., Montreal 2, Que., 
an. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, Stockholm, Sweden, Aug. 
4-9. Dr. C. G. Heden, Bakteriologiska Institutionen, Karolinska Institutet, 
Stockholm, Sweden, Secretary-General. 

Worip FEDERATION oF OCCUPATIONAL THERAPISTS, Copenhagen, Den- 
mark, Aug. 11-16. For information write: Annemarie Gjetting, Upsala- 
gade 7, 5, S., Copenhagen, Denmark. 

Worip Mepicat Association, Copenhagen, Denmark, Aug. 15-20. Dr. 
Louis H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


September 

CoL_LeciuM INTERNATIONAL NEURO-PsYCHOPHARMACOLOGICUM, Rome, 
Italy, Sept. 9-12. For information address: Dr. Herman C. B. Denber, 
Soemetane Manhattan State Hosp., Ward’s Island 35, New York, N. Y., 

S.A. 

INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLINDNESS, Brus- 
sels, Belgium, Sept. 8-15. Dr. J. P. Mailliart, 47 rue de Bellechasse, Paris 
7e, France, Secretary-General. 


MAGAZINE—TELEVISION REPORT 
<< 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THE JouRNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Reader’s Digest, December, 1957 
“When the Doctor Tests Your Heart,” by J. D. Ratcliff 
Reprinted from Today’s Health magazine, this article tells 
of a vast array of exploratory techniques, many of them 
recently developed, which provide valuable clues to the 
workings of the human heart. 


(Continued on page 34) 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate.® “Meprotabs” are pleasant tasting, and easy to 
swallow... In this new form, the nature of medication is not iden- 
tifiable by the patient.# “Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. # Usual 


dosage: One or two tablets t.i.d. “VI eprotabs” 


a° WALLACE LABORATORIES, New Brunswick, N. J. (2-methy! -2-1-propy!-1, 3-propanedio! dicerbamate) 
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hares “The Drug That Traps the Addict,” by William S. Dutton 
and Fredrick Braue 

According to the article, for the first time police have 

sure and legal way to prove addiction. Nalorphine (Nal. 

line) hydrochloride is used to test suspected narcotic 

addicts. A test injection of the drug causes different pupil. 

lary changes in addicts and nonaddicts. The authors say 

that a new probation law combined with the Nalline test 

has led to a significant reduction in the use of narcotics 

ioe é ( which, in turn, has resulted in a decrease in the incidence 

HO of other crimes. 


“Disease Detective Extraordinary,” by Richard Match 
The story of the Rockefeller Institute “disease detective,” 
Hedeyo Noguchi. The Japanese-born bacteriologist was the 
first to link paresis with a spirochetal etiology. After three 
decades as a “trouble-shooter” for the institute, he died of 
yellow fever in Africa, where he had gone to study an epi- 
demic of that disease. 


195% hud “Let’s Help Them to Live Again,” by Elsie McCormick 
From the unrealistic world of the mental hospital to the 
world of reality outside is a giant step which must be 
bridged with friendliness and understanding. Scattered 
across the country are between 20 and 30 clubs for former 
mental patients designed to help them adjust to community 
life. This article describes one such club, Fountain House, 
located in New York City. 


Pageant, January, 1958 
“Sperm Bank—the Brutal Truth We Dare Not Face,” by 
Louis E. Lomax 
The article asks whether a sperm bank “to avoid race sui- 
cide by radiation” is needed. Thinking along these lines 
has apparently been stimulated by the statement of Ralph 
E. Lapp, an atomic physicist. Appearing before the Joint 


Congressional Committee on Atomic Energy, Dr. Lapp 
said: “After a careful examination of the scientific evi- 
dence, I am convinced that a national sperm bank is the 
only way the human race can be preserved in some recog- 
nizable future.” 





| 


“What Your Best Friend Should Tell You,” by Richard 
© \ Me Tablets of 4.mg:, Carter 


A public so united in its hostility to perspiration should 





know all the facts about the enemy, says the author. Ac- 
cording to the article, the most important new discoveries 
about perspiration and its problems were made four years 


ad ago by Shelley and Hurley, whose findings were reported 

in the A. M. A. Archives of Dermatology. Their studies 

showed that perspiration is odorless and sterile when it 

: ; emerges to the surface of the skin and that perspiration 


odor is due to the action of bacteria. 


* 
>» ; Y ‘ 1 » { rcs “The Marvel of the Melted-Down Iceman,” by Nino Lo Bello 
h ¢ 11) ( YS ( ¢ C l \ . A Baltimore iceman weighed nearly 400 Ib. when he suf- 
fered a coronary attack. Fifty-three days on a strict 800- 
. J calorie-a-day diet under hospital observation resulted in a 
( )) FI loss of 100 lb. After leaving the hospital the patient went 
on a self-chosen diet consisting primarily of dill pickles 
and peaches. In 23 months his weight had dropped from a 


anti-inflammatory 9 


“What to Do About Your Young Genius,” by S. T. Blair 





The author says that our world leadership may stand or 


ST s TC ) ] q S fall on how effectively we deal with our gifted children. 


Nine points for recognizing the gifted child are given. 


© |Lower dosage | 1/3 oscar me Lor tere Argosy, January, 1958 
: i “Why Shouldn’t You Smoke?” by Eric Northrup 
if h an p red Nis¢ le ale ) e\\ e] | ice) era ted Is there a proved cause-and-effect relationship between 
pa ; ; cigarette smoking and lung cancer? No, says the author, 
( minima S( d 1um retention an d and gives reasons why he does not think so. 
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OFFICERS OF THE AMERICAN MEDICAL ASSOCIATION, 1957-1958 


President—David B. Allman, Atlantic City, N. J. 
President-Elect—Gunnar Gundersen, Crosse, Wis. 

Vice President—Jesse D. Hamer, Phoenix, Ariz 

Secretary and General Manager—-George F. Lull, Chicago. 
Assistant Secretary—Ernest B. Howard, Chicago. 
Treasurer—J. J. Moore, Chicago. 

Speaker, House of Delegates—E. Vincent Askey, Los Angeles. 
Vice Speaker, House of Delegates—Louis M. Orr, Orlando, Fla. 
Editor—Austin Smith, Chicago. 

Business Manager—Mr. Thomas R. Gardiner, Chicago. 


Board of Trustees—E. S. Hamilton, Chairman, Kankakee, "i bs hy M. McKeown, 


Coos Bay, Ore., 1958; H. H. Hussey, Washington, ; F. J. L. Bias- 
ingame, Wharton, Texas, 1959; L. W. Larson, Bismarck, N. D., 1960; J. Z 
Appel, Lancaster, Pa., 1960; J. P. Price, Florence, 8. C., 1961; G. M. Fister 


Ogden, Utah, 1962; C. A. Nafe, Indianapolis, Ind., 1962; the President; the 
President-Elect; and, ex officio, the Vice President, Treasurer, Speaker and Vice 
Speaker of the House of Delegates. 

STANDING COMMITTEES OF THE HOUSE OF DELEGATES 

Judicial Council—G. A. Woodhouse, Pleasant Hill, Ohio, 1958; 4 M. Hutcheson, 
Richmond, Va., 1959; L. A. Buie, Rochester, Minn., 1960; R. Ward, San Fran- 
cisco, 1961; H. L. Pearson Jr., Chairman, Miami, Fla., 1962; G. F. Lull, Sec- 
retary, Chicago. 

Council on Medical Education and Hospitals—V. Johnson, Rochester, Minn., 1958; 
L. 8S. McKittrick, Chairman, Brookline, Mass., 1958; C. T. Stone Sr., Galveston, 
Texas, i. 59; W. A. Bunten, Cheyenne, Wyo., 1959; J. M. Faulkner, “Cambridge, 
Mass., 1960; H. English, Danville, Il, 1960; 'G. A. Caldwell, New Orleans, 1961: 
J. W. Cline, San Francisco, 1961; W. C. Wescoe, Kansas City, Kan., 1962; 
W. B. Allan, Baltimore, 1962; E. L. Turne r, Secretary, Chicago 

Council on Medical Service—R. B. Chrisman Jr., Coral Gabies, Fia., 1958; J. F. 
Burton, Oklahoma City, 1958; J. D. McCarthy, Chairman, Omaha, "1959; J. Lafe 
Ludwig, Los Angeles, 1959; H. B. Mulholland, Charlottesvi ie, Va., 1960; H. B. 
Woolley, Idaho Falls, Idaho, 1960; C. E. Wertz, —_ 1°61; T. J. Danaher, 
Torrington, Conn., 1961 L. Novy, Detroit, 1962; - 4 Murray, Napa, Calif. ; 
Mr. George W. Cooley, Acting Secretary, Chicago. 

Council on Constitution and Bylaws—S. H. Osborn, Hartford, Conn., 1958; F. 8. 
Winslow, Rochester, N. Y., 1959; B. E. Pickett, Sr., Chairman, Carrizo Springs, 
Texas, 1960; Walter E. Vest, Huntington, W. Va., 1961; W. W. Furey, Chicago, 
1962; J. Z. Appel, Lancaster, Pa.; the President, and the Speaker and Vice 
Speaker of the House of Delegates; Mr. George L. Hall, Secretary, Chicago. 

STANDING COMMITTEES OF THE BOARD OF TRUSTEES 
Cons = Drugs—T. Sollmann, Chairman, Cleveland, 1957; J. P. Leake, Washington, 
., 1957; A. C, Curtis, Ann Arbor, Mich., 1957: WwW. C. Cutting, San Fran- 
cok: 1958; 0. O. Meyer, Madison, Wis., 1958; M. H. Seevers, Ann Arbor, Mich., 
1958: T. M. Brown, Washington, D. C.. 1958: J. Stokes Jr., Philadelphia, 1959: 
P. H. Long, Brooklyn, 1959; W. G. Workman, Bethesda, Md., 1959; F. A. 
Simeone, Cleveland, 1959; C. A. Dragstedt, Chicago, 1960; I. Starr, Philadelphia, 


1960; J. M. Hayman, Boston, Bn | EK. M. K. Geiling, Chicago, 1961; E. M. 
Nelson, Washington, D. C., 1961; H. K.. Beecher, Boston, 1961; H. D. Kautz, 
Secretary, Chicago. 
*Resigned 


Council on Scientifie Assembly—S. P. Newman, Denver, 1957; J. R. MeVay, Kansis 

City, Mo., 1957; H. R. Viets, Brookline, Mass., 1958; J. A. Bargen, Rochest 

1958; S. P. Reimann, Philadelphia, 1959; A. McMahon, Chairman, § 

Louis, 1959; L. W. Larson, Bismarck, N. D., 1960; C. A. Lincke, Carrolito: 

Sie. 1960; M. E. DeBakey, Houston, Texas, 1961; T. G. Hull, Secretar,, 
cago. 

Council on Medical Physics—H. H. Reese, Madison, Wis., 1957; D. Vail, Chicag 

1957; S. Warren, Boston, 1957; R. Chamberlain, Philadelphia, 1958; O. Glass 
1958; A. C. Cipollaro, New York, 1958; F. C. Bost, San Francis 

* 1959; F. H. Krusen, Chairman, Rochester, Minn., 1959; M. R. Mobley, Florenc: 
8. Cc. 1959; *A. Blalock, Baltimore, 1960; G. J. Thomas, Pittsburgh, 1960; G. E 
beige. Chicago, 1961; *W. B. Allan, Baltimore, 1961; R. E. DeForest, Seer: 

ica g 

Council’ on Foods and Nutrition—W. H. Griffith, Los Angeles, 1957; W. J. Darby 
Nashville, Tenn., 1958; C. A. Elvehjem, Madison, Wis., 1958; J. B. Youmans, 
Nashville, Tenn., 1958; L. A. Maynard, Ithaca, N. Y., 1959; A. Goldsmit! 
New Crteeam 1959; Cc. 8. Davidson, Chairman, Boston, 1959: C. A. Smith, 
Boston, 1 D. B. Hand, Geneva, N. Y., 1960; R. Jackson, ‘Columbia, Mo., 
1961; G. ~ ‘Cowsili, Hamden, Conn., 1961; P. L. White, Secretary, Chicago 

Council on industrial Health—-P. S. Richards, Salt Lake City, 1957; J. H. Sterner, 
Rochester, N. Y., 1957; R. T. Johnstone, Los Angeles, 1958; L. C. MeGee 
Wilmington, Del., 1958; C. F. Shook, Toledo, Ohio, 1958; J. N. Gallivan, East 
Hartford, com. , 1959; V. C. Baird, Houston, Texas, 1959; O. A. Sander, Mil 
waukee, 1959 ; R. A. Kehoe, Cincinnati, 1960; E. 8. Jones, Hammond, Ind., 1960; 
W. P. Sh epard, Chairman,- New York, 1961; M. N. Newquist, New York, 1961; 
B. D. Holland, Secretary, Chicago. 

Council on National oe. A. Benson, Bremerton, Wash., 1957; P. H. Long, 
Brooklyn, 1957; R. L. Sensenich, South Bend, Ind., 1958; H. C. Lueth, Evanston, 
Tll., 1958; H. 8. Diehl, Chairman, Minneapolis. od 859; R. L. Meiling, Columbus, 
Ohio, 1959; Cc. P. Hungate, Kansas City, Mo., ; W. B. Martin, Norfolk, Va., 
1960 ; David H. Poer, Atianta, Ga., 1961; H. a Wright, Cleveland, 1961; Mr. 
F. W. Barton, Secretary, Chicago. 

Council on Rural Health—W. J. Weese, Ontario, Ore., 1957; W. A. Wright, Williston, 

D., 1957; F. 8. Cnc, Chairman, Lafayette, Ind., 1958; W. W. Washburn, 
Boiling Springs, N. C., 1958; C. 8.. Mundy, Toledo, Ohio, 1959; C. R. Henry, 
Little Rock, Ark., 1950: F. A. Humphrey, Ft. Collins, Colo, 1960; N. H. Gard- 
ner, E. Hampton, Conn., 1960; A. T. Stewart, Lubbock, Texas, 1961; C. B. 
Andrews, Sonoma, Calif., 1961; Mrs. A. Hibbard, Secretary, Chicago. 

Council on Mental Health—M. R. Kaufman, New York, 1957; L. H. Bartemeier, 
Chairman, Baltimore, 1958; W. H. Baer, Peoria, Ill, 1958; H. F. Ford, Galves- 
ton, Texas, 1958; L. H. Smith, Philadelphia, 1959; G. E. Gardner, Boston, 1959; 
F. M. Forster, Washington, D. C., 1960; H. T. Carmichael, Chicago, 1961; R. J. 
Plunkett, Secretary, Chicago. 

Committee on Leniention—4. M. Fister, Chairman, Ogden, Utah; C. B. Blaisdell, 
Asbury Park, J.; B. Chrisman Jr., Coral Gables, Fla.; F. C. Coleman, 
Moines, Iowa: Nu ‘English, Danville, ii. ; F. J. Holroyd, Princeton, W. Va.; 
J. L. Ludwig, Los Angeles; J. E. McDonald, Tulsa, Okla.; D. O. Meeker, River- 
side, Conn.; M. L. Phelps, Denver; G. E. Twente, Jackson, Miss.; Mr. W. E. 
Whyte, Secretary, Chicago. 


Cleveland, 





The Secretary, Assistant Secretary ani Editor are ex officio members of all Standing Committees 





SECRETARIES OF SECTIONS, 1957-1958 


Anesthesiology—D. C. Moore, 1118 Ninth Ave., Seattle 1. 

| aber ema S. Livingood, Henry Ford Hospital, Detroit 2. 

Diseases of the Chest—B. L. Gordon, 1819 Rittenhouse Square, Philadelphia 3. 

Experimental Medicine and Therapeutics—E. Vv. Newman, Vanderbilt University 
Hospital, Nashville 5, Tenn. 

Coereey and Proctology—W. H. Dearing, 200 First St., S. W., Rochester, 
Minn. 

General Practice—E. I. Baumgartner, 25 Alder St., Oakland, Md. 

internal Medicine—R. H. Kampmeier, Vanderbilt Uuineaite School of Medicine, 
Nashville 5, Tenn. 
ngology, Otology, and Rhinology—H. A. Kuhn, 112 Rimbach St., Hammond, Ind. 

Miltary Medicine—Col. Charles Bramlitt USAF (MC) Directorate of Professional 
Services, Office of the Surgeon General, USAF, Washington, D. C. 







L. Sahs, University Hospitals, Iowa City. 
P. Russell, 511 S. Bonnie Brae St., Los Angeles 57. 
, 313 8. 17th St., Philadelphia 3. 
oung, 200 First St., 8S. W., Rochester, Minn. 
A. Edmondson, 1200 N. State St., Los Angeles 33. 
Sr., 3001 W. Grand Blvd., Detroit 2. 
Cc. Elkins, 200 First St., 8. ’W., Rochester, Minn 
. Princi, University of Cincinnati College ‘of Medicine, Cin- 








G. 














. C. C, 


cinnati 19. 
Radiology—T. Leuceut: 
Surgery, General | “Xpdom nal—G. 


Conn. 
Urology—T. A. Morrissey, 40 E. 6lst St., New York 21. 


r Hospital, Detroit 1 
E.’ Lindskog, 333 Cedar St., New Haven 11, 
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Announcing 


The Wyeth Laboratories 
Pediatric Residency 
Fellowship Program 


THE need for increased specialization in the diseases and disorders of 
the young is widely acknowledged. In response to this need, Wyeth 
Laboratories has inaugurated a program of residency assistance. 


INITIALLY, fellowship grants will be awarded annually. to 20 qualified 
interns or physicians who have recently completed their internships. 
Each grant will provide $2400 yearly for two years of residency 
training at a properly accredited hospital of the recipient’s choice. The 
selection of recipients will be based on pediatric inclination, personal 
character, academic competence, and financial need. Awards will be 
limited to citizens of the United States or Canada. 


NAMES of the first grantees will be announced in the spring of 1958 
for fellowships taking effect on the following July 1. 


ALL applications for grants will be processed by the Selection Com- 
mittee, composed of distinguished physicians in active pediatric service. 
Wyeth Laboratories has no part in the selection of recipients. The Chair- 
man of the Selection Committee, to whom requests for applications or 
for further information should be addressed, is Philip $. Barba, M.D., 
School of Medicine, University of Pennsylvania, Philadelphia 4, Pa. 


Wyeth 


® 
Philadelphia 1, Pa. 
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when anxiety and tension “erupts” in the G. |. tract... 


IN DUODENAL ULCER 


PATHIBAMATE. 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of duodenal u!cer — without fear of barbiturate loginess, hangover or 
addiction . . . with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


p> *Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Therapeutic coal tar that’s USE AS A BASE 
like a vanishing cream... Many ingredients 


(clean, white and stainless) ot am siatiad 


PSORIASIS * DERMATOPHYTOSIS ° Such prescriptions 
LICHENIFIED ECZEMAS* INFANTILE ECZEMA: have both cosmetic 


SEBORRHEIC DERMATITIS * CHRONIC elegance and thera- 
ERYTHEMATOSQUAMOUS DERMATOSES \ eoaiit effectiveness. 
o 


TAILBY-NASON COMPANY, INC. OVER, DELAWARE 


WGSLEY 


“Can I buy one of those masks for my wife?” 








and combat infection 


Se tne 


Essentially All Wounds Are Dirty 


In any breach of skin surface Tryptar Antibiotic Ointment 
promotes and speeds healing... reduces inflammation, 
edema and pain...overcomes odors...improves local 
circulation...softens crusts... helps produce healthy _ 
granulation tissue...and prevents edema and infection. 


Each gram of Tryptar Antibiotic Ointment 
FOR THE FIRST TIME, Tryptar Antibiotic contains: 


. Trypsin (crystalline).......... 5000 Armour Units 
Ointment combines: an nt saree — os — Armour Units 
acitracin U.S.P...........+.. units 
2 enzymes + 9A —— —_ > Polymyxin B Sulfate U.S.P.. .5000 units 
- a a en base 
Bacitracin for rapid healing of excellent water solubility 
2 antibiotics B oimyxin hdesnteuunls Supplied: in % oz. and 2 oz. tubes. 


Virtually nonsensitizing, does not harm living tissue. 
There are no known contraindications, 


} first cleans the wound by enzymatic di- 
gestion of tissue debris 
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then provides antibiotic action to prevent 



































For weight watchers... 
new low-calorie 


D-ZERTA PUDDING 


Made without sugar* 
54 calories in a serving 


Keep up your patients’ morale. Tell them 
about these sweet and satisfying desserts 
—low in calories and so delicious. 

D-ZERTA PUDDING, in 8 flavors: vanilla, 
chocolate and butterscotch. (54 calories 
when made with skimmed milk, 94 calo- 
ries when made with whole milk.) 


D-ZERTA GELATIN, in 6 flavors: straw- 
berry, raspberry, cherry, orange, lemon 
and lime. (Only 12 calories to a serving.) 


*Deliciously sweetened with saccharin and cyc- 
lamate sodium (Sucaryl® Abbott). 
D-Zerta (and Jell-O) are registered trade- 
marks of General Foods. 


Made by the makers 
of Jell-O desserts 
for those 
who should watch 
their sugar intake. 
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PUDDING 





For free copies of “Treats for Dieters” write to: 
General Foods Corporation, Box 5775-B, 


St. Paul, Minn. 





RELY UPON 
RAUDIXIN 
TO RELIEVE 
SOMATIC 
SYMPTOMS 





Elevated blood pressure 
Increased pulse rate 








RELY UPON 
RAUDIXIN TO RELIEVE 
PSYCHIC SYMPTOMS 


Anxiety * Headache * Insomnia 
Excitation * Tension « Agitation 





ACHIEVE TOTAL MANAGEMENT OF YOUR HYPERTENSIVE PATIENTS 


Raudixin helps you achieve total management of your hypertensive patients. Blood pres- 
sure is gently lowered. The work load of the heart is decreased. Psychic symptoms such 
as anxiety and tension are relieved. You can also use the smooth tranquilizing action of 
Raudixin on your tense and anxious normotensive patients. You will find that Raudixin 
has little, if any, effect on the blood pressures of such patients. Whole root rauwolfia 
(Raudixin) “is often preferred to reserpine in private practice, because of the additional 
activity of the whole root.”* Dosage: Two 100 mg. tablets once daily; may be adjusted within 
a range of 50 to 300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000. 


*Corrin, K.M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957 


wom RAUDIXIN 


Squibb Whole Root Rauwolfie Serpentine 


“RAUODIN'® 16 A BQUIBR TRADEMARK SQUIBB ‘it Squibb Quality—the Priceless Ingredient 












































Xylocaine in Spinal Anesthesia 











Xylocaine is recommended for spinal anesthesia in those procedures where rapid onset and moderate 
duration of anesthesia are desired. The advantages of Xylocaine which render it adaptable to this 


technique are: 
1. Low binding affinity minimizes potential nerve injuryt 
2. Onset of action is rapid 
3. Duration of anesthesia is moderate (about 45-60 minutes) 
4. Initial anesthesia is succeeded by a period of analgesia of approximately 40 minutes duration 


5. Completely stable in the presence of spinal fluid 


The speed of onset, and highly predictable, moderate duration of anesthesia obtained with Xylocaine 
in saddle-block: anesthesia make it particularly suitable for use in obstetrics. The parturient is relieved 
of pain and is a relaxed, highly cooperative patient. In addition, the analgesia period provides desir- 
able, postpartum comfort. 

A bibliography of more than 300 published references reporting the successful application of Xylo- x 


caine for a wide spectrum of procedures is also available and will be sent gladly at your request. Send 






for it— see why it is said: “They rewrote the book for Xylocaine.” 






tTruant, A.P.: Federation Proc. 16:341 (March) 1957. 






Slide #173 of a series... 


Next issue— 
Topical Anesthesia 
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A poient, 
effective, low-dose 


With a powerful new adsorbent— five 
times as adsorptive as kaolin in vitro 


With two synergistic antibiotics— having 
a more effective antidiarrheal spectrum 
than either antibiotic alone (with systemic 
absorption so low as to preclude toxicity) 


With high potency—for clinical effective- 
‘ness, small dose 


With refreshing taste—for acceptability 
in all age groups . 










for these 


reasons: 





Unsurpassed adsorptive removal of irritants and bacterial toxins 
Potent synergistic antibacterial attack essentially free from the 


risk of inducing sensitization to systemic antibiotics 

Soothing physical protection of the intestinal mucosa 
Restoration of normal absorption of fluids and nutrients 
Promotion of stools of normal consistency 

Small-dose requirements because of high potency and effectiveness 
Exceptional palatability for patients of all ages 


Supplied: Bottles of 8 fi. oz. 




















CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGEN 


Acquired resistance seldom imposes restrictions op 
antimicrobial therapy when CHLOROMYCETIN (chlor. 
amphenicol, Parke-Davis) is selected to combat gram. 
negative pathogens involving enteric and adjacent 
structures of the urinary tract. The acknowledged effec. 
tiveness with which CHLOROMYCETIN suppresses highly 
invasive staphylococci!- extends to persistently patho- 
genic coliforms.®!915 Experience with mixed groups of 
Proteus species, for example, “...shows chloramphenicol 
to be the drug of choice against these bacilli...”15 


oom, * % 
tyre? 


CHLOROMYCETIN is a potent therapeutic agent and, becaus 
certain blood dyscrasias have been associated with its adminisie 
tion, it should not be used indiscriminately or for minor infection 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intemi- 
tent therapy. 
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Hosp. 100:1, 1957. (2) Yow, E. M.: GP 15:102, 1957. (3) Altemeier, W. 4, 
in Welch, H., and Marti-Ibanez, E, ed.: Antibiotics Annual 1956-1957, New 
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FOR PERSISTENT INFECTIONSE.- 





PER CENT OF STRAINS CLINICALLY SENSITIVE 





COMPARATIVE SENSITIVITY OF MIXED PROTEUS SPECIES TO CHLOROMYCETIN 
AND SIX OTHER WIDELY USED ANTIBIOTIC AGENTS* 
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PER CENT OF STRAINS CLINICALLY SENSITIVE 





ANTIBIOTIC F 5% 
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*This graph is adapted from Waisbren and Strelitzer.** It represents in vitro data obtained with clinical material isolated between the years 
1951 and 1956. Inhibitory concentrations, ranging from 3 to 25 mcg. per ml., were selected on the basis of usual clinical sensitivity. 
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Inheritance of Mental Ability 


During the past twenty years, however, owing to the 
remarkable success of recent experimental research on the 
training of animals, the attention of psychologists has been 
directed more and more to the possibility of improved 
methods of teaching and learning. Influenced largely by the 
school of behaviorism, which under the lead of J. B. Watson 
dominated American psychology between the Wars, many 
have even denied the very possibility of mental inheritance; 
while others, influenced by the statistical work of Thurstone, 
have rejected the notion of general ability and have sub- 
stituted a miscellaneous set of relatively specialized “pri- 
mary” or “unitary” abilities. It was indeed this revival of 
the old faculty doctrine that was in part responsible for the 
belief that children at eleven plus should be classified, not 
so much according to the degree of general ability, but 
rather according to the kind of special aptitude that each 
appeared to show. . . . 

Recently, psychological research, often on entirely novel 
lines, has been tending to rehabilitate much of the old 
beliefs, with the added recognition that both the psychologi- 
cal and the genetic problems involved are far more com- 
plicated than psychologists of 1910 were inclined to suppose. 
. . . The latest studies of the microscopic structure of the 
human brain have directed attention to the wide differences 
in cell-architecture between one individual brain and an- 
other, and have shown that many of the alleged local 
differences are more or less accidental consequences of 
variations in growth, in blood supply, and in the surface 
curvature of the cortex. It would thus appear that, in the 
same individual, nerve tissue, like every other tissue—hair, 
bone, muscle and skin—tends to be of much the same general 
quality throughout, with only minor local variations. Even if 
we cannot unreservedly accept Lashley’s theory of the “mass 
action” of the brain, nevertheless the facts that he reports 
are much more in keeping with Galton’s hypothesis of gen- 
eral ability and minor special abilities than with Thurstone’s 
doctrine of major “special abilities” and no general factor. 
... If, therefore, differences in this general capacity are the 
result of differences in brain structure, we should expect that, 
like other physical differences, they would largely depend 
on hereditary transmission, and that the mode of transmission 
would be that which obtains in the case of almost all physi- 
cal charactertistics, namely, the method described by Men- 
del’s laws. . . . In orphanages and other institutions, it is 
possible to find children brought up under much the same 
environmental conditions almost from birth. Contrary to 
expectations, it is found that the individual differences, so 
far from being diminished, vary over an even wider range. 
In the majority of cases they seem to be associated with 
differences in the intelligence of the parents. . . . 

Both for the environmentalist and for the believer in 
blended inheritance, one of the most puzzling phenomena is 
the appearance, not only of extremely dull children in the 
families of the well-to-do professional classes, but also of 





extremely bright children in families where the personal, 
cultural and economic conditions of the parents would, one 


‘might imagine, condemn every child to failure on either 


count. On the Mendelian hypothesis that is just what we 
should expect. After all, Mendel himself suggested the possi- 
bility that the inheritance of graded characteristics might 
be interpreted in terms of a multifactorial hypothesis; and 
during recent years a vast and valuable amount of work 
among plants and animals has been done by the biometric 
school, in which that hypothesis has not only been fully 
confirmed but also has issued in results of the greatest prac- 
tical value. 

In point of fact several investigations recently published 
yield fairly clear indications that in the case of intelligence 
individual variations are influenced by both unifactor and 
multifactor inheritance; in other words, they result from 
Mendelian factors of two kinds: (1) major genes responsible 
for comparatively large deviations, usually of an abnormal 
kind; and (2) multiple genes the effects of which are small, 
similar and cumulative.—Sir Cyril Burt, F.B.A., Inheritance 
of Mental Ability, Nature, June 29, 1957. 


The Dangers of the Bullfight 


Bulls killed 41 out of 113 outstanding matadors in the past 
250 years, many other lesser matadors have perished with sev- 
eral hundred aspirant matadors, or novilleros. Other partici- 
pants also face perils: in the last 100 years, bullfights cost 
the lives of 57 picadors and 118 banderilleros. 

Here is Hemingway’s description of a mortal wound: 
“There was a horn wound in each thigh and in each wound 
the quadriceps and abductor muscles had been torn loose. 
But in the wound in the back the horn had driven clear 
through the pelvis and had torn the sciatic nerve and pulled 
it out by the root as a worm may be pulled out of the damp 
lawn by a robin.” A typical horn wound has an opening of 
less than an inch, often appears to be superficial. But when 
impaled on a horn, rotation of the matador’s body can cause 
the horn tip to enlarge the internal wound in a cone-shaped 
area of laceration. 

Belmonte today estimates his critical wounds at over 50; 
Mexico’s Carlos Arruza is considered to be practically un- 
scratched with only seven serious injuries. These two mata- 
dors retired from the ring rich and famous; two other greats 
of the century, Joselito and Manolete, both died of gorings. 
Bullfighter Luis Freg fought over 20 years, suffered more 
than 70 severe horn wounds. . . . 

In Mexico, at least one surgeon is on duty at each of the 
nation’s more than 700 bull rings. Mexico City’s Plaza 
Mexico, largest in the world, has two head surgeons, two 
assistant surgeons, a transfusionist, an anesthetist and two 
nurses at each corrida. All bullfighters pray that if they are 
gored it should happen in cities such as Madrid, Valencia, 
or Mexico City, where the greatest horn wound specialists 
practice.—Ballet of Death, MD Medical Newsmagazine, 
October, 1957. 
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Season's Greetings 





Upjohn ‘a D 


The 
most Bo 
active 
ene One ae 
prednisolone) — Inflammatory ee 
Well eliaricae Saenelere ¢ 


(minimal 
sodium retention 
a 
PiNemertianle 
Irritation) i, : 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 









PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) widely prescribed tranquilizer . . . helps control the 
“emotional overlay” of spastic and irritable colon— without fear of barbiturate loginess, hangover or 
addiction . . .with PATHILON (25 mg.) an anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


CED *Trademark ®Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY,PEARL RIVER, NEW YORK 
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release from anxiety 


ULTRA 


(Phenaglycodol, Lilly) 


helps restore normal emotional 


composure without impairing mental acuity 


Dosage: 

Usually 1 pulvule t.i.d. 
Supplied: 

As attractive turquoise- 


and-white pulvules of 
300 mg. 


EL! LILLY AND 


—__/ 


‘Ultran’ quickly allays anxiety and tenseness. Broadly 
evaluated under carefully controlled conditions, 
‘Ultran*has been shown to be unusually well tolerated. 
There are no contraindications. It is chemically unique 
—not closely related to any other tranquilizer. 


SOMPANY © INDIANAPOLIS 6, INDIANA, U.S.A. 
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BROAD ANTICHOLINERGIC BLOCKADE 








Pro-Banthine’ Relieves Pain, 


Accelerates Peptic Ulcer Healing 


The efficiency of Pro-Banthine (brand of pro- 
pantheline bromide) in inhibiting the chemical 
substance which mediates parasympathetic gas- 
tric activity explains the success of the drug in 
ulcer therapy. Pro-Banthine blocks acetylcholine 
at both the ganglia and parasympathetic effector 
sites. This dual action controls excess neural stim- 
ulation of both gastric secretion and motility. 
The therapeutic benefits of this anticholiner- 





gic blockade consist, as many clinical investiga- 
tors have noted, in prompt relief of ulcer pain 
and pronounced acceleration of ulcer healing. 

The suggested initial dosage is one 15-mg. 
tablet with meals and two tablets at bedtime. 
Two or more tablets four times a day may be 
indicated in severé manifestations. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including post=ge: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, et«., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS notice 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIA- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JOURNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THE JouRNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THE JouRNAL do 
not represent those of the American Medical 
Association or any other organization. 
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etchings will be furnished by THe JouRNAL’ when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 
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CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25¢ each additional wor 
in regular type or $8.75 for 30 words and 30¢ eaep 
additional word in bold face type. There is also , 
45e charge made on the first insertion of an a, 
when a box number is used and answers sent caro 
of AMA. Count 4 additional words for a hox 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additiona| 
word in regular type or $11.25 for 20 words ang 
40c each additional word in bold face type. Com 
mercial rates cover all ads of manufacturers 
dealers, agencies, ete. Box number charge san 
as personal ads, 


ad 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE {5 DAYS PRIOR TO 
DATE OF ISSUE 
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NOTICE 


EXCHANGE GENERAL 
children; wishes to ‘“‘swap”’ positions; 16 room hous¢ 
8 room clinic; both built in 1957; unopposed hospita 
30 miles; trade area 4,000; will sacrifice. Herbert J 
Wilson, M. D., New Tewn, North Dakota, 


ASSISTANTS WANTED 


CENTRAL NEW JERSEY GENERAL PRACTITIONER: 
age 38; needs assistant promptly; salary, future part. 
nership open; superlatively equipped office; fine hospi- 
tals, schools, religious facilities; diversified practice: 
no major surgery; reply in detail. Box 5209 B, % AMA 


PRACTITIONER; FIyt 


PHYSICIANS WANTED 


COLORADO—STAFF PSYCHIATRISTS WITH THREE 
years approved training; $913 per month; Board Certi- 
fied, $1,063 and up; modern progressive state hospital+ 
with dynamic teaching program in a pleasant city of 
100,000 at the foot of the Rampart range of the Rockies; 
within two hours drive of Colorado Springs and Denver 
in one of the most rapidly growing sections of the United 
States; close affiliation with the University of Colorado 
Medical School with opportunity for faculty appoint- 
ment and further professional growth and development 
healthful moderate climate for gracious family living 
Contact: F. H. Zimmerman, MD, Superintendent Colo- 
rado State Hospital, Pueblo, Colorado. C 


PUBLIC HEALTH PHYSICIAN 
the Wood-Parkersburg Health 


FOR DIRECTOR Ot 
Department, Parkers 


burg, West Virginia; population 66,381; well qualified 
staff including five public health nurses; two  sanita 
jans and two clerks’ salary range $10,800 to $15,300 de 


pending upon training and experience. Address inqui 
ies to: N. Dyer, MD, MPH, West Virginia Stat 
Department of Health, Charleston 5, West Virginia. ( 


WANTED QUALIFIED PEDIATRICIAN—FOR ASSO. 
ciation in established group of independent practition- 
ers; consisting of surgeon, internist, general practitioner 
and pediatrician; good hospital staff appointments as- 
sured; $12,000 annual, minimum guaranteed; no invest- 
ment but usual protective agreements required; located 
in one of the fastest growing communities in the south. 
east of approximately 25,000 peopic; economy supported 
by diversified industries, plus long established and ex- 
panding government project; combined annual pay 
rolls of $30,000,000. Send full details of training, ex 
perience, state license, character references in first com- 


munication. Box 5141 C, % AMA. 

WANTED—-PATHOLOGIST BOARD QUALIFIED OR 
Certified in pathology or clinical pathology; positior 
now available as assistant in hospital of 320 beds; w 
newly expanded and equipped laboratories; two pathol 
gists now in charge; excellent opportunity for perso! 
with ambition and initiative; opportunity provided f 
broad experience in all areas of laboratory medicin 
Box 5227 C, % AMA, 


OPPORTUNITIES AVAILABLE IN VIRGINIA FOR 
physicians as Directors of local health departments 
salary range with recognized public health training o 
experience $10,032 to $12,000; applicants without train. 
ing or experience given on-the-job training and paid 
$9,168 beginning salary; applicants must be American 
citizens under 48 and eligible for Virginia licensure 
liberal sick leave, vacation and retirement benefits 
Write: Director of Local Health Services, State Depart 
ment of Health, Richmond 19, Virginia. C 


. 
WANTED 





YOUNG AMBITIOUS GENERAL SUR 
eon; Board Certified; to be chief surgeon in a new 42 
bed hospital; opening within thirty Gays; prosperot 
community; good hunting and fishing; splendid oppo 
tunity; applicant if accepted will be only surgeon i 
area; earnings protential unlimited. Write: Admanis 
trator, Grant Memorial Hospital, Petersburg, West \ 
ginia. ( 









WANTED — HOUSE PHYSICIAN FOR MODERN 
forty-bed hospital and clinic; Texas license; salary 
$4,200 plus maintenance. Box 5222 C, % AMA. 














CIID II® Sigesl. 
Do you need a well-qualified assistant or associate? 
We have many who would interest yau. Write us 
THE NEW YORK MEDICAL EXCHANGE 


489 Fifth Avenue (Opposite Public Library 
Specialists in Selection Since 1926 
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EL! 


Dosage: The usual adult 
dose is 250 mg. every six 
hours. 


Available in specially coated 
tablets, pediatric suspensions, 
drops, otic solution, oint- 
ments, and I.V. ampoules. 





when infection 


strikes the respiratory tract... 


ILOTYCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic 
therapy because 


e Virtually all gram-positive organisms are sensitive 
e Allergic reactions following systemic therapy are rare 
e Bactericidal action kills susceptible organisms 


e Normal intestinal flora is not appreciably disturbed 


LILLY AND COMPANY . INDIANAPOLIS 6, INDIANA, 








- S.A. 


732180 
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Medrol 


‘The most active 
of all anti- 
bbobarboeternne) ny 
steroids 


e Lower dosage 

(1/3 lower dosage than 
prednisolone 

Palme) artcae 

(minimal sodium retention 
and gastric irritation 


Supplied: Tablets of 4 n n bott 


Upjohn 
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TONICS AND SEDATIVES to prevent 
ee @ ® 
and/or control 


My Favorite Story 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


The professor at medical school had just 
concluded his lecture. He was now in the 
process of asking students questions. 

He inquired of one student how much 
of a certain drug should be administered 
to a patient, and the young man replied, 
“5 grains.” 

A minute later, he raised his hand. “Pro- 
fessor,” he said, “I would like to .change 
my answer to that question.” 

The professor looked at his watch and 
replied, “Never mind, young man, your 
patient has been dead for 40 seconds.” 


POSTOPERATIVE NAUSEA 
AND VOMITING 


Herbert had been taught to rise if sitting 
when his mother entered the room and 
to remain thus until she was seated or 
had left. 

One day he had his friend with him | 
when his mother arrived. He stood up, but | 
his friend did not move, so Herbert eT *¢This study, which covers 1,500 

> 


him to stand. a 4 
A few minutes later, his mother entered cases, agrees with the findings of 
Moore and his associates that 
| 


Dramamine 


Brand of Dimenhydrinate 


again and the same procedure was gone 
through. : Dramamine, when administered 
When Herbert’s mother entered for the 
parenterally, reduces by at least 
50 per cent the incidence of vom- 


third time, her son rose and the young 
guest asked, “Does your mother think she’s 
iting in postoperative patients.*? 


the national anthem?” 


Did You Know That 

Harms, B. H.: The Use of Paren- 
teral Dramamine to Control 
Postoperative Vomiting in the 
Office Practice of Oral Surgery: 
A Report of Cases, Oral Surg. 
7:294 (March) 1954. 


In China, the first question a person asks 
on an official call is, “What is your glorious 
age?” 

If the reply is an apologetic “27” or “28,” 
the other gives comfort by saying, “You 
still have a glorious future and one day you 
may become old.” 

Enthusiasm grows as a person is able to 
report a higher and higher age, and if the 
answer is an age over 50 the inquirer drops 
his voice in respect. Thus, people look for- 
ward to the celebration of their 51st birth- 


day. 


Employ 
Dynami 


Dramamine Ampuls, serum type, 
250 mg. in each 5 cc. 


Research in the Service of Medicine 


| 

* | 

A husband in the Pachai cast of India | 

may divorce his wife by picking up a straw 
and breaking it in two. 


(Continued on page 60) 
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(Continued from page 56) 


The 
Medical 
Bure 


900 North Michigan Avenue Chicago 





ACADEMIC: (A48) Newly created full time posts on 
bed = hosp. affil. univ. med. coll. in 
anes 700 me ob-gyn, orth., ped., psy., surg; 
acuity rank (probably assoc. pro of). 
ADMINISTRATION: (AA66) Dir., med. education; gen. 
hosp. embarking ppen long range program, intern & 
res. training: Cal 
ANESTHESIOLOGY. *(B96) To organize, dir., anes. 
group, estab. later school of anes; 450-bed gen. hosp. 
aml, a school; fee-for-service or sal. plus fee-for- 


DERMATOLOGY: (Di0) Ass’n, 35-man group; univ. 


GENERAL PRACTICE: (F75) Ass’n, well estab. group; 
new med. bidg with all mod. conveniences, full part- 
ner oppor; Calif. (F76) Ass’n, 4 board men; drawing 
area, 35,000, Mich; 10 miles, univ. city; new clinic 
bidg; excel facilities : oppor. fuli partner. (F77) 
Ass'n, mining & priv. pract., 90% office; small town, 
W.Va: new 90 bed hosp; $1625 plus extras; June. 
(F78) Full nl hosp. post; Fia; $12,000, including 
home, all utilitie : : 

INDUSTRIAL MEDICINE: (G43) Dir., med. unit, airline 
co; pref. with aviation exp; E. (G44) Med. dir; new 
plant now being built; pret. phy. available soon to 
estab. dept, policies, ete; 

INSURANCE, MEDICINE: Ri) Ass’t med. dir; major 


N.E 
INTERNAL “MEDICINE: (H79) i n, group of 5 intern- 
ists; busy pract. with study & research in arthritis; 
univ. city, SW. (H80) Ass’n, 14 man group; city of 
135,000 near 2 med. school cities: NY; partner oppor; 
pref. with allergy subspecialty. (H81) ‘Ass’n, 2 Board 
cardiologists ; _,. ees similarly qual; a. 
OALR: (E87) Oto., a or elig., head dept, ° _ 
group; new ~*~ idg; coll. town, drawin 
160,000; 300,000 1960; Calif. (E88) Chief, dept 
enh, 275 =} AN iodiae eperaiions, major Amer. 
attrac yr _ contracts, renewable. 
oBsTETRICS- GYNECOLOGY (434) Ass’n, 30 man 
clinic, oss one Si all Board or elig; univ. city, 
MW. Ass’n, Board men me, e-eye): $33‘ods: 
312.0007 a. %, min., $22,000; %, min., 


So. Calif. 

ORTHOPEDICS: (K82) Head dept, 15 man group, all 
Board or elig; community of 250,000, drawing pop. 
00,000; Calif. (K83) Head dept, 32 man group; univ. 
town, 100,000; pract. drawn from several states; $15- 
$18,600; partner after yr; MW. (K84) Ass’n, priv. 
pract; res. town, N.J; 35 miles, NYC; $20,000. 

PATHOLOGY: (L94) Chief & poses . gen. hosp. & 
clinic serving indus. group; $20-$25,000 & $16-$20,000 
resp; So. (L95) Assoc. path: new 08 bed on. hosp; 
well staffed dept; coll. town, 150,000. Saas’ . guar- 
antee, $16-$1 

PEDIATRICS: (M9) Ass’n, 20 man group; rapidly grow- 
ing ety, opprox. million: 3 med. schools, E; pref. by 
July ft. (M10) ae. 2 Board pediatricians; busy 
~~ Fe, univ. city, NW. sal., Ist yr; partner 2d. 

P & N: (P54) Dir. Wiental heath prog; pop., 200,000; out- 
side US. (P55) Ass’t by NP, Dipl: bus priv. pract; 
re ae > | ry ns on Lon Island ound; ist yr, 
$15,000 ; $16, 3d, $18, ; after 3d, partner. 

RADIOLOGY: Sars} oir. dept, 250 ‘bed gen. hosp; town 

80,000, So., short distance, med. center; %, $25- 
$s, 000. (R79) Ass’n, 275 bed gen. le ‘busy dept; 
3 Board radiologists, 4th needed; Calif 

SURGERY: (U46) Chief, dept. new gen. ‘hosp. serving 
indus. group; if Board $20-$25,000, Se. (U47) 44 
surg. or ob-gyn; gyn dept, tch’g & research oan: 
vol. gyn. cancer; duties: clinical, research, tch 
on caneeme: 250 bed hosp; |- 3 yrs training: "tigk: 

UROLOGY: (W4) Dir. urol. serv. within dept of surg., 
a. hosp., arenas & dir. research & tch’g prog; 
ull time: 


Please send for our Analysis Form. 


Burneice Larson oiector 





PSYCHIATRISTS WANTED -— SALARY $7,570 TO 
$12,685 depending upon qualifications; 25% additional 
if Board Certified; not to exceed $13,760; approved 
three years psychiatric residency in conjunction with 
Northwestern University; hourly commuting distance 
Chicago; citizenship required. Write: Manager, Veter- 
= Administration Hospital, Downey, North Chicago, 
linois. Cc 


INDUSTRIAL PHYSICIAN "ENINGS AT CON- 
vair, Fort Worth, Texas, flight surgeon or flight phys- 
lology experience desired; doctors finishing their in- 
ternship or residency will also be considered; must have 
Texas license or be able to reciprocate; mail resume to: 
Employment Section, Convair, A Division of General 
Dynamics Corporation, Fort Worth, Texas. 


GENERAL PRACTITIONER FOR EASTERN NORTH 
Carolina town of 2,500 with 3,000 urban population; 
good payrolls; excellent hospital facilities; good schools, 
office and ; esta blished practice ; 
near large city which affords cultural, recreational and 
social activities. Reoiy: Charlies Beddingfield, Box 44 
Clayton, North Carolina. ¢ 


INTERNIST OR GENERAL PRACTITIONER — FOR 
medical service in a 393 bed general hospital; must be 
citizen and licensed in any state; salary range from 
$6,390 to $13,760 according to applicant’s past experi- 
ence and educational background; fringe benefits 
Apply to: Manager, Veterans ‘Administration Hospital, 
Muskogee, Oklahoma. c 


HUDSON RIVER COMMUNITY OF 7,000 WITH PRO- 
jected growth of 30,000; 50 miles from New York City; 
opportunity for obstetrician, internist, ENT and other 
Specialists in new Professional Building ; first in 25 
mile radius; fully approved hospital 2 miles from office. 
Write: Storm King Professional Building, Cornwall-on- 
Hudson, New York. Cc 











Eliminate 


PINWORMS 
ROUNDWORMS 








JANTEPAR’... 


PIPERAZINE 
ae 


This Wormy wor 


“0, “ 


‘ANTEPAR’ SYRUP 


~—Piperazine Citrate, 100 mg. per ce. 


‘ANTEPAR’ TABLETS 


—Piperazine Citrate, 250 or 500 mg., scored 
‘ANTEPAR’ WAFERS 

~Piperazine Phosphate, 500 mg. 
Literature available on request 


& BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 


PHYSICIANS WANTED—TO WORK WITH PSYCHI- GENERAL penerirenss — OREGON; TOWN OF 
small clinic group needs generai 


atric patients in 2,400 bed hospital; suburb Chicago; acoremmataty S580 

salary ranges $7,570 to $12,685; depending upon qual- practitioner tor ‘one. ear: near Cascades; hunting and 
ifications; Northwestern University affiliate; citizenship fishing area. Helen uchan. Continental Medical Bu- 
required. Write: Manager, Veterans Administration reau, Agency, 510 W. 6th Street, Los Angeles 14. 
Hospital, Downey, North Chicago, [linois. Cc 


INTERNIST WANTED—BOARD ELIGIBLE; PRIVATE 


WANTED—WELL QUALIFIED GENERAL PRACTI- practice associated with established specialists; suite 
tioner to associate with a group of 3 doctors in city of for lease; opportunity to share building and laboratory 
3,500; south central Wisconsin; excellent 50 bed hos- ownership; prosperous growing Pacific Northwest city 
pital, clinic building; wonderful op nity for young Box 5211 C, % AMA 
man; starting income guaranteed. Contact: Dr. V. M. 

Griffin, Hess Clinic, Mauston, Wisconsin. C | PEDIATRICIAN —IDAHO; EXCELLENT OPPORTU- 
: nity with clinic group of nine; salary basis not te ex- 

GENERAL PRACTICE—OLD STYLE FAMILY DOC- ceed three years then full partnership. Helen Buchan, 
tor needed in established group; caring for middle Continental Medical Bureau, Agency, 510 W. 6th Street. 
class home owners and small industries in Cleveland; Los Angeles 14 Cc 
x-ray, laboratory and minor surgery facilities let you . 


Hoe eee a eo ae ee NE’ | INTERNIST WANTED-—TO ASSOCIATE: WITH TI) 


CALIFORNIA, OREGON, IDAHO, WASHINGTON AND 
Nevada licensed general practitioners please register 
for detailed bulletins and @ eaenes, Fee Coast oe AMA 

’ ra ’ 
=a Market, So Vienne 3. a #3 WANTED—AMERICAN BOARD SPECIALISTS: PHY- 
sicians interested in group or — prgeeeet foestine 

ORIENTATION; research, public health, or industrial medicine; National 

100 bed private mental hospital, near Oakland, Cali- and international services. Our Gist Year. Woodward 

fornia; outer to $12,000; housing available. Write: Medical Bureau, 185 N. Wabash Avenue, Chicago Cc 


Herbert E. Harms, MD, Livermore Sanitarium, Liver- . e : 
more, California Cc (Continued on page 64) 


sician who wishes to iimit established general practi 
to obstetrics: community in Hudson Valley short dis 
tance from New York; no investment. Box 5212 C, * 


PSYCHIATRIST WITH DYNAMIC 
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inflammatory 
steroids 

© Lower dosage 

(1/3 lower dosage than 
prednisolone 

” wall eellaricae 


(minimal sodium retenth 


fedrol 


‘The most active 
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TONICS AND SEDATIVES (Continued) 


A certain tribe in Africa punished mur- 
der by a total loss of identity. The mur- 
derer assumes. his victim’s personality, 
receives all his property, including mar- 
riage to the widow, and takes over his 
position and dignities. 

: 

The ant has the largest brain in the ani- 

mal kingdom in proportion to its size. 
. 


Something to Think About 


Here are some stories that while they 
may or may not be good for a chuckle 
might cause you to stop a moment and 
reflect. 


A certain doctor plays the cello. How- 
ever, he does it in a kind of queer fashion. 
He clamps his finger on the neck and saws 
away and he never moves that finger. One 
tone is all he ever produces. 

One day his wife said to him, “Other 
people don’t play the cello the way you 
play it. They fiddle up and down on the 
neck. They don’t just leave their finger 
on one spot the way you are doing.” 

“Oh,” he said, “they are just hunting 
the place to play, but me, I’ve found it.” 


A New York newspaper reporter went up 
to Maine to interview a centenarian. 

He approached the old gentleman, who 
was sitting on a chair with his cane in his 
hand, and said, “Sir, you must have seen 
a great many changes during your 100 
years.” 

The old man replied, “Yes, and I've 
been against them all.” 

e 

Recently a learned psychiatrist defined 
marriage as “antagonistic cooperation.” 

To carry this one step further, one philo- 
sophic gentleman says that every time he’s 
been asked to cooperate he was expected 
to coo while the other fellow operated. 

* 


Quotes of the Week 


In an argument, most of us see both 
points of view, the one that is wrong and 
our own. 

. 

Every executive knows there is nothing 

common about common sense. 
* 

If you win at either love or war, it 

doesn’t mean the expense has ended. 
. 

The most wonderful thing about a popu- 

lar song is that it can’t last. 


(Continued on page 62) 


J.A.M.A., Dec. 28, 1957 


Tale i-alel-ts 

fol mrel-ldaat-tilite 
skin 

= Molto ie-ter-\e) 
irritation... 
use 


LOWILA 


The alkalinity of soap creates 
an environment favoring the 
growth of fungi and bacteria, 
Lowila is soap free. ..does not 
contain free alkali or any other 
aaanc-belalem-yey- tom erelanl elelal-ane—e 
Lowila cleanses tender or 
dermatitic skin without irritation, 
maintains the normal acid 
mantle of the skin and creates 
an environment favorable to 
dalsda-l oh ar- Tare mave)aaat-lmar-t-lilare 


lexilcod. 


PHARMACEUTICALS 
Division of 

Foster-Milburn Company 
468 Dewitt Street 
Buffalo 13, New York 


WRITE FOR SAMPLES 




















GV, &, PATENT NO. 2,443,498 


Po ees SE ee eee 





. the rapid and prolonged topical 
anesthetic action of Xylocaine Oint- 
ment effectively manages pain, itch- 
ing and burning. The anesthetic 
comes into immediate and intimate 
contact with the tissues because it 
is contained in a water-soluble, non- 
staining vehicle which readily melts 
at body temperature. It is nonirritat- 
ing, relatively nonsensitizing and 
does not interfere with the healing 
processes. 


Astr2 Pharmaceutical Products, Inc. 
Worce::«r 6, Massachusetts, U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of decaine? | 
@eeeenve0e eee 


OINTMENT 5% nares 
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The most active 
of all anti- 
inflammatory 
Sra nes ters 

e Lower dosage 

| 3 lower dosage than 
prednisolone 

e Well tolerated 


. . ~ ,° 
(minimal sodium -retention 
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TONICS AND SEDATIVES (Continued) | 
| 
For most of us, ice skating is a sedentary | 
sport. 
e 
Nothing recedes like success. 
+ 


Quotes and Anecdotes 


A boy was taking Latin and he was not 
exactly the best student in the class. 

On the front of his book he painstak- 
ingly wrote out instructions. The inscrip- 
tion read as follows: “In case of fire, throw 
this book in.” 

* 

A woman telephoned her bank to ar-| 
range for the disposal of a $1,000 bond. 

“Is the bond for redemption or conver- 
sion?” she was asked. 

There was a long pause. Then the 
woman demaiided “Am I talking to the 
First National Bank or the First Baptist 
Church?” 

e 

A shrewd business man was on a trip 
through the southwest and was looking for 
souvenirs to bring home to his friends. 

He spotted an old Indian with a pile of 
blankets for sale and asked, “How much 
for the lot?” 

“A hundred dollars,” replied the old 
Indian. 

“Nothing doing,” said the businessman. 

“How much will you give me,” asked 
the Indian. 

“Twenty-four dollars,” was the reply. 

“Listen,” said the Indian, “bargains like 
Manhattan Island you ain’t going to get 
no more.” 

e 

Sidney Smith once said of Macauly, “He 
once talked too much, but now he has 
occasional flashes of silence that make his 
conversation perfectly delightful.” 

7 

“I feel sure, my poor man,” said the 
sympathetic old lady visiting a prisoner, 
“it was poverty that brought you to this.” 

“No, ma’am, quite the contrary,” said 
the prisoner. “I happened to be coining 


money.” 
—P e Dd + 
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TRANSAMINASE 


SGO-T and 
SGP-T 


Glutamic 
Oxaloacetic 
and Glutamic 


Pyruvic Transaminase 


according to Cabaud, Wroblewski, et al., 
_ Journal of Clinical Pathology, 1956) 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Write for descriptive Bulletin #406 
and for detailed instructions with price 
list of reagents for Transaminase 


170 page Reference Book for 82 other 
determinations available separately $8. 


oa: ko ys mx oA’ Al oe lam & 
feo -o sol 2 mel 


Official A.M.A. Auto 
INSIGNIA 


Distinctively the sign of 1 
licensed practitioner of medi- 
cine. Embodies the Aescula- 
pian staff, the green cross, 
m the initials “‘M.D.’’ in du- 
rable hard-fired vitreous en- 
amels and gildine metal. Copy- 
righted, numbered, registered. 
Attaches to edge of licens 
plate with clamp bracket. Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 
American Medical Association, 535 N. Dearborn St., Chicage 10 


gio 


“Well! It'll take more than medical facts to convince me!” 
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LOW BACK PAIN? 
keep her “up and about” with 





skeletal muscle relaxant 


benefits 80 per cent of patients Clinically established as an effective lissive agent, 
FLexin has produced good to excellent results in low back disorders in about 80 per cent of patients 
treated.'.2 FLEx1N may also be expected to relieve muscle-spasm discomfort in a high percentage of 
patients with sprains, muscle strains and contusions, fibrositis, bursitis, myositis, and spondylitis.* 


supplied Pink, enteric coated tablets (250 mg.), bottles of 36. Yellow, scored tablets (250 mg.), bottles of 50. 


references.) Settel, E.: Am. Pract. & Digest Treat. 8:443, 1957. (2) Johnson, H. J., Jr.: Am. Pract. & Digest Treat., in press. (3) Council 
on Pharmacy and Chemistry, A.M.A.: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Company, 1957, p. 508. 








*U.S. Patent Pending 























SAD ea LERNER che ine Se 


eta Tea 





“You say you can also mix 
it with flavorful orange 
or luscious grape juice?” : 





SRS RO Roe AM 








NG LEB 


It is hard to decide which is best. . . 
Metamucil with water, milk or fruit 


juice—they combine equally well with 


Metamucil. 


But use cool liquid for best 


results. Irritant laxatives are unnecessary 
with Metamucil since this hydrophilic 
mucilloid produces soft, easy stools and 


stimulates normal peristalsis. 


MIETAMUCIL Iii 


psyllium hydrophilic mucilloid with dextrose 





(Continued from page 59) 


CLINICAL DIRECTOR POSITION AVAILABLE IN 
1,700 bed hospital; salary range $11,000 to $12,500; 
Roard Eligible required. Write: Cecil G. Baker, MD, 
Superintendent, Yankton State Hospital, Yankton, 
South Dakota. Cc 


INTERNIST OR FAMILY PHYSICIAN—AVAILABLE 
now or later; diversified medical group; New York City; 
temporary or permanent; contract leading to partner- 
wi write giving curriculum vitae. Box 5217 C, % 


PHYSICIANS WANTED—GENERALISTS; VIRGINIA; 
four with or without surgical interests for hospital- 
office ownership and solo practice; must invest $20,000. 
Box 5205 C, % AMA. 


WANTED—PHYSICIAN puveRneeree IN GENERAL 
practice and obstetrics to associate with small group; 


$12,000 first year with rapid adavncement for rig ne rt 
dividual; location west Texas. Box 5221 C, % A 
WANTED — YOUNG PHYSICIANS; INDUSTRIAL 


pharmaceutical and chemical companies and hospitals; 
psychiatrists, anesthesiologists. Medical Personnel 
Agency, 7 East 42nd St., New York, New York. Cc 


GENERAL PRACTICE WITH INDUSTRIAL, NO OB- 
stetrics; California; inland; good hospital; take over 
with $2,500 cash. Helen Buchan, Continental Medical 

Bureau, Agency, 519 W. 6th Street, Los Angeles 14. C 








WANTED—OPHTHALMOLOGIST OR OTOLARYNGOL- 
ogist; in Texas clinic; Board certification not necessary ; 
increasing percentage with $12,000 guarantee Ist year. 
Box 3060 C, % AMA. 


ANESTHESIOLOGIST—TO ASSOCIATE WITH SMALL 
group in fee for service practice; early partnership; pro- 
fessional and personal data requested; inquiries to: Box 
5224 C, % AMA 


ASSOCIATE .RADIOLOGIST—DIAGNOSTIC SECTION 
large general hospital; affiliated with university in 
ge voy City; basic income plus bonuses. Box 5218 C, 
So AM 


CERTIFIED ORTHOPEDIST WANTED AS CHIEF 
Surgeon for 100 bed, state owned, orthopedic crippled 
children’s hospital in seuthwest. Reply: Box 4891 C, 


So A 


INTERNIST — PREFERABLY BOARD CERTIFIED; 
with special interest and training in Chest diseases; 
wanted for full time group practice in Toledo, Ohio; 
first year’s salary, for clinician with Boards, $15,000; 
second year, $16,000; third, $17,000; fourth, $18,000. 
Without Boards: $13,000, $14,000, $15,000, $16,000 
respectively; $15,000 on completion ‘of Boards followed 
by increments as above; benefits include hospital and 
surgical insurance for entire family, expenses paid to 
medical meeting, vacation, ete. Write: Medical Direc- 
tor, giving full details including curriculum vitae; 318 
Woodruff Avenue, Toledo, Ohio S 


| ORTHOP 
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OUR 61ST YEAR 


Wo ODWAR) 





ADMINISTRATION: (e) Ige academic hosp; very impor, 
med cntr; Ige city, 3 schis; E. 
ANESTHESIOLOGY. im) Dipl; organize, dir dept in oe 
hosps; no anes in twn 30, servg area, 100,000; 

mendous oppor, far superior to most; SW 

ASSISTANTS: (a) Asst; both urban & rural wk, go 
deal of Indus wk; must be interested OB; smi hos: 
$12,000 plus 3 bdrm apt; Mich. 

DERMATOLOGY: (j) Dir dept, 14 Cert or oie men; ¢ 

estabd °39; twn 60,000 nr univ med centr; Mw. 

GENERAL PRACTICE: ) Assn we & internist; pit. 

$15,000-20, yr; NJ. 000, 
NYC. (b) Assn, a orp Board pF. modern ie 
oppor $18- Prag +14 ist yr; Fla. (ce) Assn w/Bd surg 4 
internist; to $12,000; vicinity San Diego, Calif. 

INDUSTRIAL “MEDICINE: (a) Med dir; new plant ip 
size; AB, preventive or internal med; pref w/bekgrnd 
in “psychology of: exrosure to heat in heavy indy: 
about $18,000; Southerner desirable. ‘b) Med dir: 

2,000 one 1; dept well-staffed & equipped ; ar uniy 
med c $12 2-18,000; upper NY Sta 

INTERNAL “heDiCINe: (e) Assn. tI Dipis est '48; * 
$18,000; oppor tchg. univ med schi city, MW. 
prtnr oppor w/yng Mayo trnd. Johns Hopkins interns, 
—a s Metabolic diseases & diabetes; pract est} 

; not too far S.F., Calif. 

NEUROSURGERY: (0) Assn dept, neuros; impor el gn 

servg 32 med cntrs; 300 bd hosp; tchg; res; Calif. 

OALR: (k) .Oph; hd ‘dept, cl orp, 10 specialists, well 
estab, oper as prtnrshp; twn 100, , med centr, sery 
area '/2 million; full prtnr, few yrs; SW. (1) Ot: 
assn, {1 Drs (8 Diplis), own — affil 300 bd hos; 
$18, 000, attrac bonus; near Chgo. 

OB-GYN: (q) Assn w/Board Ob-gyn; FACS; buy 
indus twn, shrt dletanee med schi city; min $12,000: 
prtnr | yr, Pa. (r) Active orp pract in assoc w/h 

specialists; coll twn 25,000; sal or guar %; MW. 

PEDICS: (e) Staff, fully apprvd iZ bd hs; 
ovens po appt; $14-18,000; univ city, ~ (f) Pr 

rtho; $20,000; Ist ov, .%.J., aap NYC. 

PATHOLOGY: (j) Chief; new 400 bd t tehg hsp; reqs tehy 

new schi - hry sal plus % of priv income; me 
schi city; (k) Will be 4th in dept, three a 
are Dipls; hf bd fully apprvd hosp; univ city, E. 

PEDIATRICS: (f) Qual to hd dept; long est orp, 5 
Dipis; univ city; Roc Mtn State. (g) Assn wi 
Bd men; excel sal, academic advantages; NE. 

PHARMACOLOGY: (s) MD to estab clinical researt 
prog throughout US; Tee ay necessary; personality 
oer: — of travel; $15,000; E. 

P & N: (d) Assn, Board psy; = 2 man psy cl & pri 
pract orp servg area 175, 000; sal pies % Ist yr; ful 
prtnr sevi boo Grossing about $25,000; twn on Lat 
Mich or Chgo. (e) Neuro; assn, -“, neurosurg; re 


short time; 
RADIOLOGY: 











100 bd sGAH hosp now 
bidg 100 bd addition; twn 30,000, 2 hrs NYC. (i) 
bd fully apprv’d a city 200,000; $15,000 with % 
shid amt to $23, 

SURGERY: (*) Stone 700 bd, fully 
for faculty appt; $14-18,000; Mid 
- wrest team rg | Dipl; 

ay ve : $12, 000 ; 

UROLOGY ro Assn w/ kt urol, AUA, FACS; vey 
busy pract; excel financial ae mts; early rin 
attrac twn 20, 000; Lake region, State. 


PLEASE SEND FOR AN ANALYSIS FORM SO Wi 
MAY PREPARE AN INDIVIDUAL SURVEY FOR Yol 


We offer you our best endeavors—our ey 
ysar record of effective placement ach 


STRICTLY CONFIDENTIAL 


sere hosp; oppw 
- (y) Jr. surg;i 
14 man orp est 'S 








SURGICAL TRAINING — MIDWEST CLINIC 
opening for two doctors interested in general surgery & 
cluding neurosurgery, orthopedics, urology and pnt 
tology; splendid opportunity for candidates interest 





























in additional training and experience before going i 
private practice; training under direction of f 
Certfied or Board Qua:ified men; one appointment i 
one year, the other for two years; salary 
month first year, $750 second year. Address reply 

complete information to: Box 5200 C, % AMA. 


OTOLARYNGOLOGIST—1005 BED AFFILIATED VEt 
erans Administration .Hospital, Albany, New York » 
vacancy for full time otolaryngologist who is U. 5 
citizen, Board Certified or eligible and licensed in 
one of the states; close affiliation with Albany Med 
College offers teaching and research opportunities; § 
ary range $10,320 to $11,610 depending on qualificati 
plus 25% for Board Certification; bachelor qua! 
available for reasonable remuneration; 30 days ant 
and 15 days sick leave with pay. 


WANTED—THREE PHYSICIANS; INTERNIST, PE 
atrician and general practitioner to join special 
with well established practice in growing suburban © 
munity northwest of Chicago; new  air-conditi 
building now operating with completely staffed 
ratory and x-ray departments; permanent associat 
with partnership opportunity; no financial investi 
required; interested in man now practicing in Chi 
area; or man now locating. Box 5147 C, % AMA 


OVERSEAS POSITIONS AVAILABLE FOR 
cians well qualified in general practice-type med 
must be U. 8. citizen; graduate of Class A med 
school; under 45 years of age; and have completed 
tary obligation; salary $10, 060 plus allowances; 10% 
three years contractual ; permanent affiliation depe 
on qualifications; request reply provide summary D 
al and professional ay try to include military 
perience. Box 4784 C, 


PEDIATRICIAN—BOARD CERTIFIED OR ELIGI 
southern California area; salary $1000 per month, P 
Box 5165 C, % AMA. 






























(Continued on page 68) 
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Weprobamate Wye 


Especially coated, easy to swallow 
Tranquilizer-conscious patients will not recognize new yellow tablets 
Different from regular 400-mg. and 200-mg. tablets 

Same indications, same dosage as original EQUANIL 


NOW YOU HAVE A CHOICE OF 3 EQUANIL TABLETS 








New authoritative studies show that KYNEXx dosage can be reduced even further than that 
recommended earlier.’ Now, clinical evidence has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending beyond 24 hours. Still more proof that KYNEX 


stands alone in sulfa performance— 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual patient for 
maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 

* Effective Antibacterial Range—exceptional] effectiveness in urinary tract infections 

* Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum convenience 


and acceptance to patients 





. } ; oe s es ae, COP” Oe ee 





NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoonfuls of 
syrup) the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls of syrup) every day 
thereafter, or 1 Gm. every other day for mild to moderate infections. In severe infections 
where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed by 
0.5 Gm. every 24 hours. Dosage in children, according to weight; i.e., a 40 Ib. child should 
receive %4 of the adult dosage. It is recommended that these dosages not be exceeded. 
TABLETS: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 
24 and 100 tablets. 

SYRUP: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfa- 
methoxypyridazine. Bottle of 4 fl. oz. 

1. Nichols, R. L. and Finland, M.:_J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 
*Reg. U. S. Pat. Off. 








KIDs Love ‘e1y" 


“WORMS HATE £m 


No special diets ° 


No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 

Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.’ 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day’s treatment of roundworm.® 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. 
Children 31-60 Ibs. 
Children 61 Ibs. 


and over........ 4 Wafers 
To be sucked or chewed before 
breakfast for 7 consecutive days. 


New 


Piperazate 


1. Goodman, L., and Gilman, A.: Pharmacological Basis of Therapeutics, 


New York, Macmillan, 1955, p. 
161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


Supplied: 
In packages 
of 28 Waiers 


... 1 Wafer 
. . . 2 Wafers 


One Day Dosage 
for Roundworm 


Children 20-30 Ibs. . . . 3 Wafers 
Children 31-40 Ibs. . . . 4 Wafers 


Children over 40 Ibs. 
and adults ....... 7 Wafers 


To be taken at one time on one 
day only. 


Waters 
piperazine phosphate, Leeming, 500 mg. 


1153. 2. Brown, H. W., et al.: J.A.M.A 


#TRADEMARK 


Shot. Leeming Gg Cane 155 East 44th Street, New York 17, N. Y. 
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STAFF PSYCHIATRIST WANTED — MENTAL HOS- 
pital, 1,400 patients, located in central Massachusetts, 
good living quarters for family or single person; group 
insurance coverage for hospitalization, medical serv- 
ices, accidental disability, ete; paid vacations, sick 
time allowance; starting salary $6,331 yearly, plus an- 
nual increases. Apply to: Warren P. Cordes, MD, Super- 
intendent, Gardner State Hospital, Box 488, Gardner, 
Massachusetts. 


VACANCIES — SENIOR PHYSICIANS WITH MINI- 
mum of three years psychiatric experience; excellent 
opportunities for advancement; salary range $7,320 to 
$10,200 depending upon applicant’s training and ex- 
perience; annua] increments; nominal deduction for 
complete family maintenance; fully approved large 
eastern mental hospital* with three year accredited res- 
idence training progress; musi be eligible for licensure 
in Connecticut. Box 5199 C, % AMA. 


GENERAL PRACTITIONER — COMMUNITY; SIXTY 
miles from New York; individual practice or partnership 
with young physician; beautiful country; modern hos- 
pital; excellent schools; living conditions. Citizens’ 
Committee, W. Reading Gebhardt, Clinton, New ea 
sey. ; 


WANTED — YOUNG INTERNIST FOR FULL TIME 
position on salary basis; requirements—be Board Eh- 
gible. Apply: W. J. Stainsby, MD, Geisinger Memorial 
Hospital and Foss Clinic, Danville, Pennsylvania. C 





RADIOLOGIST—IMMEDIATE OPENING FOR CHIEF, 
Radiology Service; 489 bed GM&S hospital associated 
with the Duke Hospital and medical school for train- 
ing research opportunities; salary dependent upon 
training and experience but-not to exceed $13,760 per 
annum. Write: Director, Professional Services, Veter- 
te Administration Hospital, Durham, North en: 
ina. » 


GENERAL PRACTITIONER—F ORIDA; UNOPPOSED 
present physician leaving for residency; town of ! 300 
on Suwannee River; secves rural area of 10,000: exce)ient 
schools and churches; modern 55 bed hospital 25 min- 
utes away; hospital privileges available; present doctor 
will introduce successor. Write: L. J. Day, Chairman, 
Live Oak, Florida. Cc 


STAFF PHYSICIAN FOR CALIFORNIA— APPROVED 
accredited bi-county hospital*; pulmonary diseases, 
219 beds; rehabilitation chronic illness, “0 beds; start- 
ing salary $600 monthly; includes fu‘mished modern 
home for family; must be eligible Cali’ornia licensure. 
Write: Medical Director, Tulare-Kings “onnties Hos- 
pital, Springville, California. Cc 


INTERNIST — BOARD CERTIFIED OR ELIGIBLE; 
needed for group or independent practice; community 
consists of surgeom, radiologist, and 1 active general 
practitioner; county population 18,000; county hospital 
has 42 beds and considering adding 40 more; send com- 
plete resume in first letter. Reply to: Box 4984 C, % 
AMA. 





J.A.M.A., Dec. 28, 1957 











SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 19] 4 


ANESTHESIA: free lance hosp. affiliation ; desperate neeg 
for one able to use latest methods; W.Va; 1200 anes 

ENT! ore n -, 1 eee 
$ orp, not too far from 90; should gross 
000 a Ui in short time; new (1951) modern -. 
air-conditioned clinic bidg; compli facil for X-ray 
jab, minor surg, basal metabolism, etc; 20 members 
all Cert or elig; 3 appr hosp avail; all partners equai 
in every respect 

GENERAL PRACTICE: (a) well est Ohio orp serving 
12,000 families; compensation based on % of proj 
charges made—can amt. to $15,000 Ist yr (b) assoc 
w/36 yr old phys; NW; new clinic; $15,000 or more 
depen am on qual (c) assoc w/future prtnrshp; best 
location in Mich, stable comm; salary or %: 50.59 
basis on hse calls, emergencies, vacations, etc; won. 
derful place to pract, live & raise famil 

INDUSTRIAL: (a) full time reg position at iil refine : to 
$12,000; PP permitted; open now (b) full time: $2" 

















000 w/increments ; NY; housing & hosp facil adequate. 

INTERNIST: (a) 66% a assoc w/Cert man but 
be financially independent; hgo. (b) w/GI fluores. 
copy; 3 eh in Atlantic coast city in Fla; sal & 
% ist 3 yrs; then arsh 

NEURO-PSYCHIATRY: oriented in neurology; busy, 
groutne MW city; Grp; $12,000 start, future prtnrshp. 

OB-GYN: Grp of 12 specialists; NE Tex; $1000 start: 
prtnrehe d yr. 

PATHOLOGY: full chge dept anat & cin; can reorganize 
to suit; $15,000 min; priv work permitted; heart oj 
populated area; East 

PEDIATRICS: (a) full prtnrshp w/qual Ped; Tex; equal 
expenses, profits & time off (b) Wise clin of 6, ail 
under 40; $12,000 ist yr, followed by prtnrshp; cover. 
on for time off, further stud 7. 

PHARMACEUTICAL: prefer w/bekgrnd in pharmacology: 
good job & yng eastern os will pay price for 

rson; main duties to start managing clin proj. 
working w/scient personnel in design of re- 













good 
ects 
srch protests. 

PSYCHIATRIST: (a) in-Chief for small priv psych hosp; 
dee : ,000 for Bo’d man, & % of Out-pt pract: 
unlimited possibilities for one who will really work on 
priv pract (b) asst Supt for MW state hosp for treat. 
ment of criminally insane; to $15,100 

STUDENT HEALTH: t med dir; full time; to $900 


a yr; MW co-ed sonene 
SURGICAL PRECEPTORSHIP: avail now & July ’58;2 
r trng in tiew of Sr. Surg Res; full credit toward 
toards ; priv MW clin; $500 
SURGERY: (a) MW oonene twn; clin of 30, all qual spe- 
cialists; salary open (b) assoc w/Cert Surg. 45 yrs of 
age Ohio; salary & terms open, leading to prtnrshp 
TUBERCULOSIS: full time; 600 bed chest dis hosp; deep 
So; to $11,040; attractive living accom at reasonable 
cost; liberal fringe benefits; open now, Jan ’58 and 


July °58 

UROLOGY: Clinic; PacNW ; $1000 a mo for 2 yrs; future 
prtnrshp; everything furnished; your only expense is 
auto operation ~ 


















Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 









i 


OBSTETRICIAN — BOARD OR BOARD ELIGIBLE; 
or needing a year of association, to be assistant to long 
establish oard Obstetric-Gynecology man in Los 
Angeles area; send complete iniormation including age, 
marital status, children, training, remuneration and 
oe pirtiocst background to Suite 210, 6753 Hollywood 

+» Hollywood, California. C 





URGENTLY NEEDED AT ONCE—GENERAL PRACTI- 
tioners for private practice in busy established town of 
1200 population; 13 miles from hospital in a town of 
2500; county population of 18,000; lucrative income; no 
physicians in town: unlimited opportunities; no invest- 
ment required; send complete resume in first Istter. Re- 
ply to: Box 4983 C, % AMA. 


WANTED—YOUNG GENERAL PRACTITIONER TO 
join group of four general practitioners and surgeon in 
small mountain town; salary $10,000 first year then 
partnership; anesthetic training desirable; send com- 
plete details in first letter. Reply: L. W. Shortes, MD. 
53 Mill Street, Placerville, California. ( 


INTERNIST — BOARD CERTIFICATION NOT RE- 
quired; active GM&S hospital; salary range $8,900 to 
$13,760 per year depending on qualifications; excellent 
retirement plan, annual leave, sick leave and _ other 
benefits. Apply: Manager, Veterans Administration 
Hospital, Poplar Bluff, Missouri. 


UROLOGIST—CERTIFIED OR QUALIFIED AS SEC- 
tion chies; 176 bed GM&S Veterans Administration 
Hospital; interesting clinical opportunity for comple- 
tion of practice requirements or ameliorate physical de- 
mands of private practice; Manager, Veterans Admin- 
istration Hospital, Marion, Illinois. U 


ILLINOIS—LICENSED GENERAL PRACTITIONER OR 
internist for full or part time work in industrial health 
service department in Chicago serving 1200 employees; 
give complete personal record including education &- 
perience and references first letter. Box 5192 C, % 
AMA. 


WANTED—YOUNG SURGEON WITH AT LEAST TWO 
years residency needed as assistant to medica] direc 
tor at Frontier Nursing Service Hyden Hospital [0 
general surgery; mine accidents; general clinic. Write 
Mrs. Mary Breckinridge, Director, Wendover, Ket- 
tucky. U 


WANTED—SUPERINTENDENT AND MEDICAL DI- 
rector; 100 bed TBC Sanatorium, Southeast Minnesota; 
modern, well equipped; full maintenance; salary opel 
Address: Dr. R. V. Sherman, Chairman, Board of Di- 
rectors, Mineral Springs Sanatorium, Cannon Falls, 
Minnesota. 


NEUROLOGIST—BOARD ELIGIBLE OR CERTIFIED— 


Wanted by large group clinic in metropolitan medical 
ae For further details write to: Box 4048 C. 
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arenzyme 


By re-establishing the permeability of tissues 
and restoring local circulation, Parenzyme 
hastens resolution of inflammation and edema 
in phlebitis, ocular inflammations, trauma and 
ulcers (varicose, diabetic and decubitus). 

Dosage: 5 mg. (1 ml.) once or twice daily—twice daily 
in severe acute conditions until inflammation begins 


to subside. Use dry syringe. Injections should be very 
slow and deep intragluteally. 


Supplied: PARENZYME IN OIL—5 ml. multiple-dose vials 
(5 mg. purified crystalline trypsin/ml.); PARENZYME 
AQUEOUs—sterile multiple-dose vials, containing lyoph- 
ilized trypsin, 25 mg. plus 5 ml. vial of aqueous diluent. 













NEW 
Parenzym® 
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Products of wasromet/ ‘THE NATIONAL DRUG COMPANY 


“= 1 h 
Original Researc Philadelphia 44, Pa. 
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WHITE'S cop LIVER O1L 
CONCENTRATE TABLETS 


These chewable candy-like tablets 


S.P. Cod 


teaspoontul e: ee.) ot had 





cf 
Dosage: 
Supplied 


WHITE LABORATORIES, 



























INC, 





N THE BONE 














WHITE’S COD LIVER OIL 
CONCENTRATE DROPS 


Convenient vitamin A and D therapy 
for less than a penny daily. Each 
drop, containing 312 units of vitamin 
D and 1,560 units of vitamin A, 
equals the vitamin D potency of 
4 cc. of U. S. P. Cod Liver Oil. 
Dosage: 2. to 4 drops, placed 
directly on tongue. 

Supplied: Bottles of 6, 30, and 
50 cc. with special dropper. 
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KENILWORTH, N. J. 
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PHYSICIAN FOR STUDENT HEALTH SERVICE 
full time; student health work or genera) practice ex- 
perience preferred; salary up to $10,000; send qualifi- 
cations to: Dr. O. J. Keller, Director, Health Service, 
Northern Illinois University, DeKalb, [linois. 


WANTED — BOARD ELIGIBLE PEDIATRICIAN TO 
join six man group including certified internist and cer- 
tified surgeon; southeastern location; new building; de- 
lightful climate; pediatric fleld wide open; opportunity 
for early partnership. Box 5184 C, % AMA. 


WANTED — PHYSICIAN; COUNTY SEAT TOWN; 
central Nevada; salary $650 plus private practice, office 
available in hospital ; matgon position in hospital avail- 
able for wife; excellent hunting and fishing. Write: 
Bert Gandolfo, Austin, Nevada. 

PEDIATRICIAN AND UROLOGIST—BOARD CERTI- 
fied or qualified; under 40; 18 man bra yf well estab- 
lished; new building ; north midwest city ; won- 


derful op top salary; early AD ive 
full details. yy 6, % AMA. ’ 
GENERAL ppc chant WANTED TO TAKE 


over established office; southeastern Florida coast city; 
leaseholdings only investment required; leaving April 1 
to specialize; Florida license required. Box 5187 Cc, % 
NEW 
first 
A. 


URGENTLY NEEDED BY 
,000 guarantee 
Box 5168 C, % . 


PEDIATRICIAN 
five man group in Kentucky; $15 
year; partnership after one year. 





OR ELIGIBLE, 


ANESTHESIOLOGIST—DIPLOMATE I 
join established group; approved teaching service; 
voluntary hospital, New York; fee for service practice; 
give details in first letter. Box 5131 C, % AMA. 


PHYSIATRIST NEEDED 


TO DIRECT DEPARTMENT 


of Physical Medicine and Rehabilitation 
in a large general hospital; department 
includes a large physical therapy section 
and a small newly formed occupational 
therapy section, with four full time, one 
part time physical therapists, and one full 
time occupational therapist; physician se- 
lected becomes a member of the active 
medical staff; he will be expected to par- 
ticipate in the hospital’s teaching pro- 
—, financial arrangements are open. 

or further information, please address 
inquiries to: 


John C. Mackenzie, MD, Director, 


TOURO INFIRMARY 
3516 Prytania Street New Orieans, Lovisiana 








J.A.M.A., Dec. 28, 





1957 





itation program. 


facilities. 


Employment interviews 


nation required. 


$1000-$1100; 
increases, liberal 
other benefits. 


retirement 


801 Capitol Avenue 





Sacramento 14, California. 


PHYSICIANS AND 
PSYCHIATRISTS 


plan, 


Write Medical Recruitment Unit 
State Personnel Board, Box F 


——— 


Challenging Opportunities in Californic’s 
unprecedented mental health and rehabil- 


Choose from among 26 State-operated 


twice monthly in 
San Francisco and Los Angeles; spring in- 
terviews in such cities as Portland, Chicago, 
St. Louis and New York. No written exami- 


Three monthly salary groups; $950-$1050, 
$1100-$1200. Annual merit 


and 





















modern bed general hospital ; 


gible; new modern laboratory; New 
portunity for advancement; 
salary desired. Director of 
Hospital, Camden 4, New Jersey. 


salary percentage second 
after if desired; 
1958. Box 5039 ¢, So AMA 


NEED GENERAL 
and outpatient medical practice 
obstetrics and general surgery if 
calls; specific time off; seventy 
open. Box 5146 C, % AMA 


in Florida; guarantee $1,000 
license desirable; 


eligible; Florida 
Box 4926 C, 


description first letter. 
INTERNIST— 


physician in ; ‘ 
quired; liberal vacation. Write: 
lowa. 


WANTED 






boys; if interested contact: 
intendent, 


anna, Florida. 


WANTED—GENERAL 
land; off coast of Rhode Island; 
600; summer 3000; no competition; 
boat; tops in fishing. Address: 

Block Island, Rhode Island. 


WANTED GENERAL 
over desirable practice 























over $40,000; 50 miles from 


Yo AMA. 


ANESTHESIOLOGIST 
tifled; fee for service; 








BOARD 


MD, 


J. Catenacci, 
Philadelphia, 


A. 
and Hospital*+, 
PEDIATRICIAN 










tary diseases; California; salary 


Yo AMA. 


GENERAL 
internal medicine 





PRACTITIONER— ONE 


and one 
Box 426; 


fications in first letter. 


PHYSICIAN FOR VERY 
hospital; northern New Jersey; 
mediately; salary good. Apply: 
pital, Pompton Plains, New Jersey. 


HUUSE 


12, 000 guarantee 
po qualifications. Box 5180 C, 


WANTED — ORTHOPEDIST 
starting January 1, 1958; 
ifications in own writing: 


gible; excellent future. Box 5167 


net $18,000 first year. Box 5170 C, 


five room completely equipped 
$60.00 per month or sell. E. 


Mason, Texas. 


oratory; $13,000; car; 

















(Continued on page 


HOUSE fy tS gt NEW; AIR-CONDITIONED. 


comfortable livin 


quarters, attractive personnel policies. 
istrator, Richmond Memorial Hospital, 
Avenue, Richmond, Virginia. 


Apply: Admin 


1300 Westwood 
C 


ASSOCIATE PATHOLOGIST — CERTIFIED OR ELI. 


Jersey license; op- 


month ; 


386 bed affiliated hospital ; 
Director, 
Services, Veterans Administration Hospital, 


Arthur G. 
Florida School for Boys at Marianna, Mari- 





PRACTITIONER ; 


research and teaching; 


Laboratories, West 


AMA, 


CERTIFIED OR QUALIFIED; 





state 
Jersey 


INTERNIST DESIRED — EITHER QUALIFIED or 

Board Eligible; community 20,000; salary first year: 
ear and partnership there. 
illinois F nents start ist of January, 


PRACTITIONER FOR HOSPITAL 
with opportunity for 
desired; 
bed hospital; 


no house 
salary 


PEDIATRICIAN—TO ASSOCIATE WITH BOARD MAN 
opportunity 


establish equal partnership; must be Certified or Boar 
qualifications and 
eo 

40 





AS STAFF 


citizenship re- 
Professional 


Dozier, 





population 


State airport; 


70 


AC’ 
opening available | 
Chilton Memoria! Hos 

A 


Cc 


79 


‘a 





in northern Indiana; 
pital facilities; excellent living conditions; yearly gross 
Chicago. 


ELIGIBLE 
teaching appointment; 
vania license and personal interview required. 
Hahnemann 


open. 


in pediatrics Ss; 


group in eastern North Dakota city of 7 000 ; send qual- 
C. & 4. 


C/ 


2) 





Town Clerk, 


Box 





Medica l 
Pennsylvania. 


Box 


BLOCK 


OR 


FULL TIME PHYSICIAN TO TAKE OVER 
health program of state training school for delinquent 


Des Moines 
c 





Super- 











IS 


all yea 


Box 


PRACTITIONER TO TAKE 
good hos 


dai 


361 





5152 | 





CER- 





Pennsyl- 


BOARD CERTIFIED OR ELIGIBLE 
to join staff of pediatrics department of medical center; 
research program in cancer; blood diseases; 


Apply 
College 





and hered 


5129 C 





INTERESTED IN 


to join sma 


IVE 


CALIFORNIA; 
orthopedic clinic; send «ua! 
must be Board or Board el- 
Yo A 


will 


SMALL 


im- 


OPHTHALMOLOGIST—BOARD CERTIFIED OR ELI- 
ible; western Pennsylvania; increasing percentaye wit 
ist year; cy resume of training 


$24, 004 


WANTED—YOUNG PHYSICIAN > TAKE OVER 
office 
0. Breckenridge, M. 


leas 


GENERAL PRACTITIONER WANTED AT ONCE—TO 
manage large private practice, West Virginia, on pet 
centage basis; twelve room fully oquions’.. office; will 


MY 


PATHOLOGIST—LIGHT SCHEDULE; PRIVATE LAB- 
two month vacation; extras; part 
nership ‘available. Box 5036 C, % AMA. 
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The February, 1958 issue of the A. M. A. Archives of Internal Medicine will contain the papers presented by 


the former students and colleagues of Dr. William B. Castle, Thorndike Memorial Laboratory, Boston City Hos- 
pital, on the occasion of the celebration of his 60th birthday in October. Listed below are the 41 articles that appear 


in this special issue. 


There will be no extra charge for this special edition to regular subscribers of the Archives. Anyone wish- 
ing to become a new subscriber beginning with this issue will have the advantage of receiving it at the regu- 
lar subscription rate. Single copies may be ordered in advance at $2.00 providing orders are received prior to Janu- 


ary 15, 1958. 


Hard bound copies of this issue will be made available to interested parties. Price of hard bound volume 


will be $3.75. 


Yearly subscription rate to Archives of Internal Medicine, $10.00 domestic, $10.50 Canadian, $11.50 


foreign. 


Foreword. Herrman L. Blumgart. 

William Bosworth Castle: Curriculum Vitae and Bibliography. Charles 
S. Davidson. 

The Shock Syndrome Associated with Bacteremia Due to Gram-Negative 
Bacilli. Max H. Weil and Wesley W. Spink. 

Loafer’s Heart. W. Raab. 

On Death. William B. Bean. 

Characteristics of Influenza Virus Infections Observed in St. Louis from 
1943 to 1957. G. O. Broun, R. O. Muether, E. L. Shrader, M. B. Bawell, 
M. Le Gier, Sister M. Dolorosa Pope, and R. R. Schmidt. 

Effects on Blood Sugar of a New Potent Hypoglycemic Compound. 
Robert L. Nielsen, Heidi E. Swanson, Donald C. Tanner, Robert H. 
Williams, and Maureen O’Connell. 

Thirst—The Acquisition of Water. Maurice B. Strauss. 


Scientific Method and Social Role in Medicine and Psychiatry. Thomas 
S. Szasz. 

Pulmonary Actinomycosis. Thomas A. Warthin and Boris Bushveff. 

Studies of the Bone Marrow in Immunological Granulocytopenia Fol- 
lowing Administration of Salicyiazosulfapyridine. Robert S. Evans 
and William P. Ford, with the technical assistance of Mary Tibbetts. 

Absence of a Relationship Between Ceruloplasmin and Nonspecific 
Hyaluronidase Inhibitor. Lowell A. Rantz and Elizabeth Randall. 

Aortic Stenosis. Lewis Dexter, Dwight E. Harken, Leonard A. Cobb Jr., 
Paul Novack, Robert C. Schlant, Arthur O. Phinney Jr., and Florence 
W. Haynes. 

Transmission of the Common Cold to Volunteers Under Controlled 
Conditions: 1. The Common Cold as a Clinical Entity. George Gee 
Jackson, Harry F. Dowling, Irwin G. Spiesman, and Arthur V. Boand. 

Intrathecal Methotrexate Therapy in Children with Neurological Mani- 
festations of Acute Leukemia and Lymphoma. James A. Whiteside, 
Fred S. Philips, Harold W. Dargeon, and Joseph H. Burchenal. 

Binding of Corticosteroids by Plasma Proteins: V. Corticosteroid-Binding 
Globulin Activity in Normal Human Beings and in Certain Disease 
States. William H. Daughaday. 

Amino Acid Mixtures in the Treatment of Experimental Dietary Cirrhosis 
in the Rat. Saul |. Cohen, Ernest Schmatolla, Margaret Bevans, and 
Arthur J. Patek Jr. 

A Clinical Note on Marchiafava-Micheli Disease. Philip F. Wagley and 
John A. Rumsfeld. 

Biologic Turnover Rate of Cyanocobalamin (Vitamin B,:) in Human 
Liver. Lee L. Schloesser, Pandurang Deshpande, and Robert F. Schilling. 

Red Cell Lipids. Joseph C. Turner. 


The Mechanism of Bone Marrow Repopulation. Franklin R. Miller. 
Hemoglobin Tolerance in Various Types of Anemia. Shu Chu Shen. 


The Anemia of Renal Failure. Jane F. Desforges and Jean P. Dawson. 

Primary Reticulum Cell Sarcoma of the Leptomeninges. Charles A. Kane 
and Joseph M. Foley. 

Thyroid Function and the Metabolisr of lodine in Patients with Sub- 
acute Thyroiditis. Sidney H. Ingbar and Norbert Freinke! 

Hemostatic Data in Relatives of Hemophiliacs A and B: Evidence for 
Modifying the Classical Sex-linked Recessive Hypothesis. Pau! 
Didisheim, John H. Ferguson, and Jessica H. Lewis. 

Studies on the Destruction of Red Blood Cells: XIll. Observations on 
the Role of pH in the Pathogenesis and Treatment of Painful Crisis 
in Sickle-Cell Disease. Mortimer S. Greenberg and Edward H. Kass. 

Exacerbation of Hyperthyroidism by Methimazole During lodide Ther- 
apy. Thaddeus E. Prout and Samvel P. Asper Jr. 

Recurrence of Hemorrhage from Medically Treated Gastric Ulcers: Four 
to Eight Year Follow-Up of 47 Patients. Irwin M. Arias, Norman 
Zamcheck, and Wendell 8. Thrower. 

Differences Between Smokers and Nonsmokers. Clark W. Heath. 

Sensory Deprivation: Clinical Aspects. Philip Solomon, P. Herbert Leider- 
man, Jack H. Mendelson, and Donald Wexler. 

A Five-Year Study of the Antibiotic Sensitivities and Cross Resistances 
of Staphylococci in a General Hospital. Burton Armin Waisbren, with 
the technical assistance of Cari L. Strelitzer. 

Erythropoietic Function in Uremic Rabbits. Allan J. Ersiev. 

Bone Marrow Hemosiderin and Ferrokinetics Patterns in Anemia: |. 
Pernicious Anemia. Ralph O. Wallerstein and Myron Pollycove. 

The Epidemiology and Serology of Rheumatoid Arthritis. Harry A. Feld- 
man, Thomas W. Mou, and Harry Wadsworth. 

Nitrogen Metabolism After Portacaval Shunts in Patients with Cirrhosis: 
1. Effects of the Operation upon the Blood ‘Ammonia’ Concentre- 
tion. Thomas C. Chalmers, Cari W. Hughes, and Frank L. Iber. 

An Analysis of Five Hundred Percutaneous Renal Biopsies. Robert M. 
Kark, Robert C. Muehrcke, Victor E. Pollak, Conrad lL. Pirani, and 
Joseph H. Kiefer. 

Physiologic and Pathologic Alterations Produced by the Endotokins of 
Gram-Negative Bacteria. Lewis Thomas. 

Cold Agglutinins: Vill. Occurrence of Cold Isohemagglutinins in Patients 
with Primary Atypical Pneumonia or Influenza Viral Infection, Boston 
City Hospital, June 1950-July 1956. Maxwell Finland and Mildred 
W. Barnes. 

Antibiotic Therapy in the Management of Hepatic Coma. Bernhard B. 
Fast, Stanley ij Wolfe, James M. Stormont, and Charles S. Davidson. 

Some Effects of Antibiotics on Nutrition in Man: Including Studies on 
the Bacterial Flora of the Feces. George J. Gabuzda, Thomas M. Gocke, 
George G. Jackson, Margaret E. Grigsby, Ben Del Love Jr., and Max- 
well Finland. 


Return this Order Form with your remittance, and start your subscription with the SPECIAL FEBRUARY 
ISSUE of The A. M. A. ARCHIVES OF INTERNAL MEDICINE: 


U. S. A. and Possessions...............000066 Oe FD. > Ce Fi Biv occcccn ce cecccceczscccsacesssccees $11.50 () 

SEL, Witvicsneacioac tai tikioteieiees ielicoied 10.50 [] Medical Student, Intern, Resident (U. S. only)........ 6.00 (J 
a a 
ADDRESG.......... Se ee 





a 
CITY, TOME & STATE. 0.4, :scrccssisccccceeses 




















BacTINE is effective against 
both gram-positive and gram- 
negative bacteria and fungi. 
BACTINE, sprayed on the hands 
(as illustrated), is equivalent to 
a one minute soap and water 
wash. It is less drying than 70% 
alcohol and will assure an anti- 
septic state more than sufficient 
for routine office or in-home 


procedures. Low surface ten- 
sion (40% of that of water) 
enables BACTINE to penetrate 
smallest fissures and crevices to 
destroy infectious bacteria. 





For literature and compli- 
mentary trial supply, write 
Dept. AM-12. 


Active Ingredients: Methylbenzethonium chloride (di-isobutyl cre- 
soxy ethoxy ethyl agree benzyl ammonium chloride), tox ay 
co 


ene glycol mono-iso-octy 


pheny! ether, 


Supplied: 


chlorothymol, alcohol 4%. 


CONCENTRATED Bactine for Professional Use, bottles of 1 pint 
and 1 gallon. When diluted with water, one pint of concentrate 
makes one gallon of standard BACTINE. Economical, space-saving. 


MILES LABORATORIES, INC. 


ELKHART, INDIANA 


® ...for Better Health 





(Continued from page 70) 


BOARD QUALIFLED YOUNG MAN; UNDER 45 YEARS 
of age; to head department of obstetrics and gynecology 
at the Jackson Clinic, Madison, Wisconsin. 

DESIRE GENERAL PRACTITIONER; SOUTHWEST 
Texas city of 250,000, salary first year; partnership 
after first year. Box 5092 C, % AMA. 

WANTED -FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
and Ohio and under age fifty-six, Box 5116 C, % AMA. 

OPHTHALMOLOGIST BOARD OR ELIGIBLE; 
wanted by medical group in key city in Rocky Moun- 
tain area. Box 5158 C, % AMA, 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A.M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRIC RESIDENCIES—THREE YEAR AP- 
proved program in University Hospital*+; well round- 
ed experience; didactic instruction; individual super- 

vision; emphasis on psychotherapy. Write for details: 

Department of Psychiatry, University of Kansas Medi- 

eal Center, Kansas City 12, Kansas I 





| 
| 


} 
| 








PSYCHIATRIC RESIDENTS — KENTUCKY DEPART- 
ment of Mental Health—Five year “Package Plan’’ resi- 
dencies with stipends amounting to more than $35,000 
available with Kentucky Department of Mental Health; 


training includes one year at Central State Hospital+, | 


suburb of Louisville, and two years in the University of 
Louisville School of Medicine+. Psychiatric residency 
program; following training, two years to be spent with 
the Department; graduated, generous stipends; first year 
$5,000; second, $6,000; third $7,000; fourth and fifth 
years, regular salavy for psychiatrist approved by the 
State Department of Personnel; join fast growing de- 
partment with excellent national reputation: require- 
ments—graduation from appioved U. 8S. or Canadian 
Medical School; U. 8S. or Canadian license, Write: H. L. 
McPheeters, MD, Commissioner of Mental Health, 
South Third Street, Louisville 2, Kentucky. 


THREE YEAR APPROVED RESIDENCY IN PATHO- 
logic anatomy and clinical pathology in 712 bed GM&S 
Veterans Administration Hospital; curriculum includes 
gynecologic and pediatric pathology in associated hos- 
pitals; opportunity is available for participation in 
major research programs; hospital is a Veterans Ad- 
ministration Center for thoracic and cardiac surgery 
and for the treatment of tumors; salary range from 
$2,840 to $9,000 per year depending on qualifications; 
and whether or not applicant is willing to assume a 
contractural obligation with the 
tion following training. For. further 
Director, Professional Services, Veterans 
tion Hospital, Oakland, California. 


information write: 


| PATHOLOGY RESIDENCIES—AVAILABLE JULY j. 
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THREE YEAR APPROVED RESIDENCY IN INTER- 








PATHOLOGY RESIDENTS—JANUARY 1 AND JULY ! 





} 


j 


Veterans Administra- | 


Administra- | 
Dd 





J.A.M.A., Dec. 28, 1957 


PATHOLOGY RESIDENCIES—-ONE OR TWO YEARs 
pathologic anatomy and/or clinical pathology; approved 
American Board of Pathology; with concomitant ap 
pointment as teaching fellow in pathology at Typ 
University School of Medicine; opportunity for secon, 
two years at New England Center Hospital leading 
certification openings now; stipend $200 per month fo, 
first year, $225 for second year and $250 for third ang 
fourth year; full maintenance. Address: M. V. Maye 
Kenzie, MD, Malden Hospital+, Hospital Road, Ma) 
den 48, Massachusetts. D 





















1958; 4 year approval pathologic anatomy; clinicai 
pathology; 400 bed hospital*+ expanding to 800 beds: 
medical technicians training school; 200 necropsies: 
8,000 surgicals; 150,000 clinico-pathologic examina: 
trons; medical photography; staff of Board Certifieg 
chief pathologist and 2 assistant pathologists; bacteri. 
ologist; 3-4 residents; educational program; stipend 
$2,400 plus full maintenance including family. Apply: 
Leo Lowbeer, MD, F.C.A.P., Hillerest Medical Center. 
Tulsa, Oklahoma. D 















PSYCHIATRIC RESIDENCY VACANCIES; APPROVED 
three vear residency in conjunction with Northwestern 
University Medical School; extensive training progran 
















in clinical psychology, vocational counseling,  socia 
service, and related fields; salary ranges from $2,840 y 
: and for career residents $5,915 to $10,065 

commuting distance Chicago; citizenship pe 





Veterans Administration Hos 
Illinois. D 


Write: Manager, 
Downey, North Chicago, 


r 
quired. 
pital, 


TWO PHYSICIANS WANTED FOR APIROVED REg! 
dency in tuberculosis and pulmonary diseases; 200 bed 
hospital, integral part of medieal school and of the pri 
mary general teaching hospital; residency includes: 3 
months elective training in related fields such as cardio 
pulmonary laboratory, research bacteriology laboratory, 


























infectious diseases: salary $225 month minimum. Write 
Lynn C. Christenson, MD, Woodlawn Hospital, 3819 
Maple Avenue, Dallas, Texas D 











RESIDENCIES IN INTERNAL MEDICINE — AVAIL 
able July 1, 1958, at 2nd and 3rd year levels in ap 
proved three year program; 421 bed general hospita]*+ 
fully approved for 5 other residencies and 9 rotating 
internships; only graduates of approved medical] schools 
eligible for licensure in Connecticut considered: begin 
ning salary $225 per month plus maintenance. Box 
5206 D, % AMA. 










RESIDENCIES IN SURGERY—AVAILABLE JULY | 
1958; at 2nd and 3rd year levels in approved 4 yea 
program; 421 bed general hospital*+ fully approved fo 
5 other residencies and 9 rotating internships: only 
graduates of approved medical schools eligible for li 
censure in Connecticut considered; beginning salan 

oA per month plus maintenanee. Box 5207 D, ° 







ST. VIN 
four years 
Hospital 


IST YEAR VACANCIES—JULY 1, 1958; 
cent’s Hospital; 365 bed general hospital*+; 
surgical residency; affliated to: Memorial 
New York City; 6 months: Florida State T Hos 
pital, Orlando, Florida; thoracic surgery; 6 months 
salary $300 plus $25.00 each year of graded residency 
St. Vincent’s Hospital, Jacksonville, Florida D 









nal medicine; 480 bed university affiliated: teaching 
medical service: including female medicine; subspecia! 
ties; research; isotopes: supervised by full time certi 
fied internists; citizenship required. Contact: Dr. Gros 
venor W. Bissell, Chief. Medical Service, Veterans Ad 
ministration Hospital, Buffalo 15, New York. D 








WANTED--RESIDENT; SURGERY: 3 YEARS; $20 
to $250; intern, $130; full maintenance (board, room 
laundry uniforms); July 1, 1958; 155 bed general hos 
pital*+; approved AMA; also approved Cancer Clinic 

Training School for Nurses. Address: Medical Director 

Kanawha Valley Hospital, Charleston 1, West Virignia 

D 












RESIDENTS—-MEDICINE, SURGERY; 250 BED GEN. 
eral hospitai*+; 3 year approved program: university 
affiliation; available July 1, 1958; $260, no mainte- 
nance; graduates approved medical schools. Write: W 
C. Perdew, Administrator, Bronson Methodist Hos- 
pital, Kalamazoo, »Michigan. 0 






INTERNSHIPS—AMA AND ACS APPROVED ROTAT 
ing services; 175 bed general hospital* ; excellent educa 
tional programs, seminars, clinics and conferences; a! 
services; teaching staff; wonderful opportunity; salar 
$100 month, full maintenance. Walther Memorial Hos 
pital, Chicago 51, Illinois. D 








INTERNSHIPS AVAILABLE 
1958; 208 bed general hos- 
out patient 


APPROVED ROTATING 
January 1, 1958 and July 1 
pital*; excellent educational opportunities; 





clinic; all services available; $150 plus full mainte- 
nance. Write: Chairman, Intern Committee, St. Lake's 
Hospital, St. Paul 2, Minnesota. D 








1958; university department 1400 autopsies; 13,000 sur 
gicals; salary commensurate with experience. Directo 
of Laboratories, Kings County Hospital*+, Brooklyn 
New York. I 














POSTS AS RESIDENT 
AND ASSISTNAT RESIDENT 
IN PAEDIATRICS 


are available as of June, 1958 at the Children’s 
Hospital, Halifax, Nova Scotia. This hospital is 
approved by the Royal College of Physicians 
and Surgeons to profice two yess training 
towards certification in paediatrics, Salaries 
provided are: 
$150.00 per month plus full maintenance 
for post of chief resident 
$125.00 per month plus full maintenance 
for assistant resident d 
Application forms and any further information 
are available on request from: 
C. F. Matheson, Administrator 
The Children’s Hospital 
Halifax, Nova Scotia. 


















(above salaries to be reviewed) 
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\pPpROVED SURGICAL RESIDENCIES—FIRST AND 


second year appe 
appro" 


ately raneiseo 15, California. 


ROVED THREE YEAR RESIDENCIES IN PSY- 
gt fa New GM janized 
fediel ae psyc e repre 
icine; e 
poll ti including supervised dynamically oriented psy- 
echotherapy; hosomatic medicine; child guidance, 
ete.; ap ning in psychoanalysis 
cally; full time director of trai 





ning is a member of 


American Psychoanalytic Association; attractive Career 


m available; citizenship required. 
woe tor D. ard A. Cruvant, Veterans Adminis- 
tration per. 915 North Grand Avenue, St. Louis . 
Missouri. 


pHYSICAL MEDICINE AND REHABILITATION RES- 
idencies available —- General medical and surgical 
teaching hospital, 1,500 beds; university medical 
schools affiliation; 3 years approved residency; Board 
,pproved; non-career residencies annual stipend $2,840 
to $4,500; career residencies annual stipend $5,915 to 
$8,990; appointment to grade and stipend dependent 
upon qualifications; U. S. citizenship and graduate of 
approved medical school required. Inquire: Director, 
Professional Medical Services, GM&S Hospital*+, 
Veterans Administration Center, Los Angeles 25, es 


ifornia. 


\NESTHESIA RESIDENCIES — ANNOUNCING FOUR 
‘appointments for first year resident in anesthesiology 
in approved department in university hospitals of Cleve- 
land, beginning July 1, 1958, for graduates of American 
Medical Association approved medical schools; stipend 
and other information may be obtained by writing: Dr. 
Robert A. Hingson, Director of Anesthesia, University 
Hospitals* of Cleveland and _ Professor of Anesthesia, 
Western Reserve University School of Medicine, 2065 
Adelbert Road, Cleveland 6, Ohio. D 


ROTATING INTERNSHIP AND GENERAL PRACTICE 
residencies—Both Council on Medical Education ap- 
proved; daily conferences, lectures, rounds, out patient 
clinic and ward service; facilities for married house 
staff; salaries $1800 to $2400 plus full maintenance for 
interns, $2,700 to $3.300 plus maintenance for ist 
vear and $3,000 to $3,900 for 2nd year general practice 
residents; inquiries invited. Director, Medical Educa- 
tion Program, Deaconess Hospital, 6150 Oakland Av- 
enue, St. Louis 10, Missouri. D 


GENERAL SURGERY RESIDENCIES—APPLICATIONS 
for full approved four year residencies in general sur- 
gery to begin July 1, 1958 are now being accepted; this 
training program if affiliated with both Tulane and 
Louisiana State University Schools of Medicine; salaries 
of residents begin at $2,840; United States citizenship 
required; all training done under the supervision of pro- 
fessors of the two medical schools. Apply to: Dr. Lyman 
K. Richardson, Chief of Surgery, Veterans Administra- 
tion Hospital, New Orleans, Louisiana. D 


MENNINGER SCHOOL OF PSYCHIA.- 
tg ram; balanced an 
and so- 





ments combining residency an 
Board eligibility available at staff salaries. Write: Reg- 
istrar, Menninger School of Psychiatry+, Topeka, ae 
sas. 


VETERANS ADMINISTRATION HOSPITAL, ANN AR- 
bor, Michigan, a general medical and surgical hospital; 
positions available; psychiatric residencies; affiliated 
with the University of Michigan offering a fully ac- 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Ireland, 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan. D 


APPROVED RESIDENCIES — INTERNAL MEDICINE 
available quarterly; Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program; citizenship required; 
affiliated and supervised by Ohio State University Med- 
ical School; salary $2,840 to $4,000 per year; approved 
for benefits unaer Public Law 550; outstanding record 
with specialty Board significantly higher than National 
averages, Apply: Dr. S. Simerman, Chief, Medical 
Service, Veterans Administration Center, Dayton, ees 


PRECEPTORSHIP TRAINING IN A LARGE CANCER 
research teaching hospital, particularly valuable for sur- 
gery residents who need two years of additional major 
surgery, and who wish to participate in investigative 
work in an academic atmosphere; surgica] teaching beds 
total 210; stipend $4,370. For further information write 
to: Dr. H. C. Moss, Chairman, Surgical Residency Com- 
mittee, Roswell Park Memorial Institute, Buffalo 3, 
New York. D 


PATHOLOGY RESIDENCIES AND RESEARCH FEL- 
lowships—1 to 3 years; Board approved; combined 
hospital and medicolegal services; 9,000 surgicals, 400 
hospital autopsics, 1,200 medicolegal autopsies; de- 
partments of toxicology and neuropathology, 5 full 
time certified pathologists; stipend $2,700 plus; three 
vacancies July, 1958. Apply: Division of Legal Medi- 
cine University of Maryland Medical School*+, 700 
Fleet Street, Itimore 2, Maryland. D 


*SYCHIATRIC RESIDENCIES NEW YORK STATE 
available in 1,000 bed university teaching general hos- 
Dital with 140 bed acute treatment psychiatric service 
With full 3 year approval for accredited training; U. 8S. 
citizenship desirable; salaries—$3,875 first year; $4,- 
9 second year; $5,275 third year. Write to: Dr. 8. 
Mouchly Small, Director of Psychiatry, Edward J. 
Meyer Memorial Hospital*, 462 Grider Street, Buffalo 
15, New York. D 


APPROVED PSYCHIATRIC RESIDENCY—500 BED 
hospital in Chicago Medical Center; Deans’ Com- 
Mittee supervised didactic-clinical program on 95 bed 
Dsychiatry and neurology service, affiliated with Uni- 
versity of Illinois, Loyola University, Chicago Medical 
School, Institute ‘ Juvenile Research, County Psycho- 
Fathic Hospital, and large out patient clinic. Write: 
Manager, Veterans Administration West Side Hospital, 
820 South Damen Avenue, Chicago 12, Illinois. D 


INTERNAL MEDICINE—APPROVED THREE YEAR 
Deveney: volun teaching hospital; affiliated with 
Win of Michigan; compensation $4,380 to $4,980. 





pintments available January, 1958 in 
i four year residency program. Write immedi- 
Chief Surgeon, Kaiser Foundation ae, 


hospital; well teachi 
sed with Warkineten “Daiversi ty Schoo! 
types of hiatric 


available te- 
the 


quae i ee: xi mately “30 
: are mn 

of deaths) pilus 12.000 surgical and180 

000 clinical laboratory examinations an. 

nually. Address: Director of Medical Education, Roches- 


ter General Hospital*+, Rochester, New York. 0 


PATHOLOGY—FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pathology; approxi- 
mately 11,000 surgicals and 175 autopsies performed 
per year; staff includes pathologist-in-chief, associate 
pathologist and assistant pathologist, full time bio- 
chemist, microbiologist and part time hematologist. 
Address communications to: Dr. Tobias Weinberg. 
Pathologist-in-Chief, Sinai Hospital*+ of Baltimore. 
Baltimore 5, Maryland. D 


AVAILABLE JULY 1, 1958-TWO SURGICAL AND 
two medical residencies; approved one year; for grad- 
ates of approved Metical Schools; 200 bed hospital* 
located in upper midwest college community serving 
trade area of 200,000: 30 man medical specialty group 
closely affiliated, stipend $300 monthly plus housing for 
family. Apply C. Warner Litten, Manager, Fargo Clinic, 
Box 1388, Fargo, North Dakota. D 


INTERNAL MEDICINE RESIDENCY AVAILABLE- 
3 year Board approval: 500 bed Ohio hospital*+; rap- 
idly enlarging community; graduates of approved 
schools only. Answer: Box 5143 D, % AMA. 











‘rite: Administrator for details, Saginaw General Hes- 
vital, Saginaw, Michigan. D 







“=, 





73 
SURGICAL RESIDENCY AT 22ND AND SRD YEAR 
leveh in 4 year Board appreved program: rotation 


through specialities including thoracic and cyYRecology 
research opportunities; 400 bed teaching hospital with 
medical school affiliation: 20 minutes from Times 
Square, New York City, $190 and $25¢ month plus 
maintenance; available July 1, 1958 Rox S201 D, % 


EXCELLENT APPROVED RESIDENCIES AVAILABLE 
immediately in obstetrics and gynecology; 310 acute bed 
new modern county hospital; 60 hassinets, excellent 
diagnostic and therapeutic facilities; salaries $2325 to 
$425; final citizenship papers required; full accreditation 
and active staff participation; located in community of 
145,000 population. Administrator, Kem County Gen 


eral Hospital, Bakersfield, California »D 
PSYCHIATRIC RESIDENCIES — HOSPITAL+ WITH 
large medical staff offers fully accredited 3 training 


program inning July i, | women de- 
siring sortiheation in psychiatry; includes postgraduate 
course, guest lectures training in modern therapeutic 
ures and supervised in mental! hygiene clin- 

; salary includes family maintenance. Box 
4987 D, % AMA, 


ANESTHESIOLOGY RESIDENTS APPROVED TWO 
year active teaching, clinical program; available July 
i, 1958 Paul H. Tchen. MD, University of Kaneas 
Medical Center*+, Kansas City, Kansas D 
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DEMONSTRATES SAFETY 


What can be more reassuring regarding the safety 
of ACTH than its continuous, uneventful use by 
individual patients for more than six years. 

Such a record of safety and efficacy has been 
established by two independent studies, the one 
done by a group of English rheumatologists,' 

the other one in this country.? There were no serious 
overdosage effects, no adrenal failures under extra 
stress, no adrenal exhaustion after six years of 
continuous administration. The repository form 
of Armour’s ACTH was used in both studies 
because it combines rapid onset with prolonged 
action (from 24 to 72 hours). 

1. Savage, O., et al.: Ninth International Congress on Rheumatic 


Diseases, 


Toronto, Canada, June 23-28, 1957. 


2. Wolfson, W. Q.: Mississippi Valley M. J. 77:66, 1955. 
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WASHINGTON FEATURE 


SPECIAL MONTHLY REPORT FROM A. M. A. WASHINGTON OFFICE 


For more than 22 years no one has known, except 
in a vague way, how many people in this country 
are sick or disabled at any one time, how long they 
are off their jobs, how often they ask the doctor 
for help when they are having trouble—or how 
many of them put off seeing the doctor until they 
are corpses, when he is called in to sign a death 
certificate. 

It could be said that up to now we have paid 
more attention, statistically, to the dead than to 
the living. 

The new national health survey is designed to 
correct that situation. Right now it is deep in its 
own problems of getting under way, but next year, 
possibly early in the year, its flow of information 
on national illness and disability will start going out 
to the public. At first the information will be meager, 
to be sure, but it will be a start. And from then on 
into the future—this is a continuing survey—the in- 
formation should improve in quantity and validity. 

“We have definite limitations, of course,” says 
Forrest Linder, Ph.D., director of the survey. “Some 
people probably will be wanting us to turn up with 
information that we just can’t gather or cant pull 
out of the mass even if we do have it. But this we 
know: Every bit of information we do develop will 
spring up in a field that is now largely barren of 
acts.” 

It might be said that our “health statistics” have 
deteriorated into “death statistics.” Dr. Linder does 
not subscribe to this view, having a high regard for 
mortality statistics, but he cites the following ex- 
ample of how morbidity information has been neg- 
lected: 

A pamphlet on heart disease, released just this 
spring, contains 15 charts. Twelve of the 15 are 
concerned with people who died of heart disease, 
not people who are living with it. And the other 
three rely heavily on basic information from the last 
national health survey, conducted in 1935 and 1936. 

That was a massive effort, a door-to-door visit to 
737,000 city households. For its time—for the social 
situation, the state of medical knowledge, the level 
of survey skill 20 years ago—it was an ambitious 
undertaking. But that survey left a lot to be desired, 
and, good or bad, it was made a long while ago. 

Doctors were and are particularly concerned with 
one weakness of the 1935-1936 study. To check the 
patient’s recitation of his medical condition against 
the doctor's records, a small percentage of the ques- 
tionnaires were sent back to the family doctor, who 
was simply asked if the information was correct. If 
the discrepancies were not great, t! doctor would 
be inclined to say “yes” and that would end it. 
Furthermore, there was no provision for detecting 


conditions that had not been brought to the doctor's 
attention by the patient or that had not been dis- 
covered when he treated the patient. 

That weakness is being eliminated this time. An 
improved cross check with physicians’ findings— 
involving comprehensive medical testing—is being 
built into the present survey. 

The new national health survey was approved by 
Congress last year, and, on July 3, 1956, President 
Eisenhower signed the act authorizing a continuing 
check on the nation’s health problems. 

It was about time to bring the story up to date. 
The 1935-1936 statistics, as noted, had serious limi- 
tations. That survey was a one-shot operation—one 
sweep across the big cities and that was about all. 
There was a little sampling of rural areas, but not 
enough to be of any significance. Thus, it was not a 
national health survey, but largely a limited study of 
the health of city dwellers. 

Yet nothing like that had been done before and 
it has been widely used ever since. In fact, statisti- 
cians say it has set a record for longevity. Since 1936 
every physician, every statistician, every public 
health officer who wanted to cite complete national 
morbidity figures had no place else to go. Perforce 
he had to start out from that survey, old as it 
was, and see what he could do with it. Over the 
years data accumulated in that survey have been 
weighted, counterweighted, dissected, and qualified 
in every conceivable way so as to produce figures 
that would in some way resemble the national pic- 
ture at the time used. 

In recent years the tables have been so shopworn 
that statisticians introduce them only with apologies. 
And there is good reason. Time itself certainly has 
wrought some changes in morbidity averages for 
various diseases and disabilities, changes that can- 
not be measured in the absence of a new survey. 
Furthermore, other known factors have been at 
work—the medical and social developments during 
and after World War II, advent of the “wonder 
drugs,” and a return of prosperity and with it a 
higher standard of living, including dietary improve- 
ments. Today we regard as significant factors in 
epidemiology such things as overweight, smoking 
history, exposure to air pollution, and other en- 
vironmental aspects scarcely touched on in earlier 
surveys. 

But the intervening years have not been entirely 
wasted, from the health statistician’s viewpoint. A 
number of smaller, community-type studies have 
been made, and the Census Bureau has led the way 
to great advances in applying the theory of prob- 
ability sampling in the field. 

(Continued on page 76) 
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| PATHOLOGY RESIDENT—MAI FOR THIRD AND 
fourth year training toward ard credit with ap- 
pointment as assistant pathologist—-medical examiner 
with a beginning salary January 1, 1958: $9,380 per 
year; U. 8S. citizenship and New York State license 
required Victoria A Bradess, MD, Pathologist- 
Medical Examiner, Westchester County Department of 
Laboratories and Research, Grasslands Hospital*+ 
Valhalla, New York 


RESIDENCY - INTERNAL MEDICINE; 1464 BED 
GM&S and TB hospital; teaching unit of Marquette 
University School of Medicine ; 3 year training pro 
gram fully approved; supervision Board Certified spe 
cialists; teaching opportunity; research facilities 
available; salary $2,840 to $53,550; citizenship re- 
quired. Apply Manager, Veterans Administration | 
Center, Wood, Wisconsin D 


AVAILABLE—JUL {, 1958; TWELVE APPROVED 
rotating internships; 300 bed private general hespital* + 
having full approved residencies in general surgery, 
urology. p iatries, pathology. obstetrics and gynecology, 
medicine; 25 : 
Rumble, Jr., 

Joseph’s Infirmary, 265 Ivy Street, Atianta, Georg 


ANESTHESIOLOGY RESIDENTS—APPROVED 2 YEAR | 
ing program with unusually wide clinical 

experience; opportunities for clinical, teaching and re- | 
search appointments in hospital and medical college 
after completion of training. Write: C. M. Lancnesser, 
MD, Director of Anesthesiology, Albany Medical Center, 
Albany, New York. D 


SURGICAL PATHOLOGY CLINICAL FELLOWSHIP 

appointment; fully approved; commencing July 1, 1958; 

for $3,600 tax exempt stipend: one year prior training im 
* pathology required; candidates must be a 

» of a class A medical school and a citizen of 

United States. Write: Saul Kay, MD, Medical 

D 


immobilising the College of Virginia, Richmond, Virginia 
RESIDENCY IN ANESTHESIOLOGY UNIVERSITY 
appointment, two years active training program; ade- 
quate clinical experience in all phases of anesthesia; 
lumbosacral affiliation with Veterans Administration; Indiana li- 
cense required; starting salary $2,580. V. K. Stoelting, 
MD, Indiana University, Medical Center*, Indianap 
olis, Indiana. D 


- 
regtor PATHOLOGY RESIDENCY— 600 BED GENERAL HOS 


pital; approved for four years training in pathologic 
anatomy, and clinical pathology; 350 autopsies, 10,000 
surgicals and 450,000 clinical laboratory procedures; 
two full time Board Certified pathologists, and Ph.D 
biochemist; stipend first year $350. Apply: Director of 
Laboratories, St. Francis Hospital, Wichita, Kansas. D 


prescribe 


RADIOLOGY RESIDENCY FIRST AND SECOND 
year appointments available any month; fully approved 
three y program; all latest equipment, diagnostic 
and therapy; citizenship required; stipend $3,000 first 
year, $3.600 second year, $4,200 third year. Write ‘ 
Reavis, MD, Baroness Erlanger Hospital* + 
tanooga, Tennessee 


ANESTHESIOLOGY RESIDENT APPROVED TWO 
year basic sciences; cadaver, and seminar active teach- 
ing; unusually wide clinical experience; research oppor- 
tunities; medical school affiliation; unlimited opportuni- 
ties on attending staff. Write: Dr. Irving M. Pallin, 

a : : s , Director of Anesthesiology, Jewish Hospital of Brook- 
When diagnosis in- Soc z lyn*-+, Brooklyn 29, New York. D 
dicates need for ah 4 : PHYSICAL MEDICINE AND REHABIL. 
immobilization of t } thas | i 3 year > pediatric and gynecological 
. experience th r 1464 GM&S and TB 
the entire lumbo- ir ' , ‘ beds; 1661 ici “ls; ‘salary $: 0 to $8,990 
j \ Apply: Manager, Veterans Administration Center, 
sacral region, a oi | Wood, Wisconsin. D 
Camp Authorized Liesl 
Dealer will provide ' , i iUak RADIOLOGY RESIDENT—OPENING FOR IST 
‘ - : | i resident July 19 approved for three year 
your patient with \ ae : in diagnostic and therapeutic radiology ; isotopes 
: : ¥ ‘ + supervoltage therapy; active teaching; $200 month plus 
an immediate, pro- m family allowance. Apply: Dr. Carl Wisoff, Norfolk Gen 
fessional fitting of q 4 | eral Hospital*+, Norfolk, Virginia D 


r Camp garment WANTED A RESIDENT FOR TWO YEAR AP 
i fi s proved anesthesiology service for 400 bed teaching hos- 
esigned specifical pital in New York City; we require graduation from an .% a 
ly for the job. Your approved medical school and an approved internship ; 
patients have the assurance of com- we provide full maintenance ; ; uniforms and $125 per | j 
- month. Box 5111 D, % AMA. 
fort through superior construction, and ee ek 


‘ ; ROTATING INTERNSHIPS—1 YEAR APPROVED IN- 
economy through Camp’s low prices. ternships starting July 1, 1958; 300 bed general hospl- 





tal*+; heavily populated residential area adjacent New 


, 4 - 
York City; excellent educational program; salary $100 > . 4 *» 4 
monthly plus complete maintenance. Apply: ———. ¢ 11) O S < < 


trator, Englewood Hospital, Englewood, New Jersey. 


. 
ANESTHESIOLOGY RESIDENCIES BOARD AP- 
proved; academic training program; stipend $1,500 plus | ‘ ‘ “is 
maintenance first year; $2,400 plus maintenance second | C7 < < 
y . Apply to: P. Safar, MD, Chief, wy of | 
‘Anesthesiology, Baltimore City Hospitals, 4940 Easte ns | 
Avenue, Baltimore 24, Maryland 


PEDIATRIC PATHOLOGY RESIDENCY “JULY 1, 1958; m intlammatory 
steroids 


a. to study pathology of congenital heart disease; 

participation in organized hematology program =a 
Director of Laboratories, Children’s Hospital+, —— | 
ington 9, D. ¢ 


ANESTHESIOLOGY RESIDENCY - APPROVED 2| 
year residency, integrated with other teaching programs, 
available July 1, 1958* maintenance and stipend. Apply | ‘ 
to: Daniel C. Moore, MD, Director of Anesthesia, The | 7 | A VA CT Ci save 

on Clinic and Virginia Mason Hospital*+, Seattle, | 
Washington D 


5 |e we»r dosas oe th: rm 


an ISTHESIA RESIDENCY—APPROVED TWO YEAR | 
ining program; 365 bed teaching hospital*; salary ? 
$250 $275 monthly pilus maintenance; immediate ap- aia . 
pointment. Write: W. Forrest Powell, MD, University | IeanISsOIoOn;ne 





of Tennessee Memorial Research Center and Hospital, 
Knoxville, Tennessee D 
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So, when the U. S. Public Health Service went 
before Congress and asked money and authority for 
a national health survey, it could demonstrate not 
only that such a study was needed but also that 
the tools were in hand to do the job effectively and 
reasonably inexpensively. 

The law states that: 

“The Surgeon General of PHS is authorized to 
make, by sampling or other appropriate means, sur- 
veys and special studies of the population of the 
United States to determine the extent of illness and 
disability and related information ... and... in 
connection therewith, to develop and test new or 
improved methods for obtaining current data on 
illness and disability and related information. 

“The Surgeon General is authorized, at appro- 
priate intervals, to make available, through pub- 
lications and otherwise . . . the results of surveys or 
studies. . 

“To assist in carrying out the provisions . . . the 
Surgeon General is authorized and directed to co- 
operate and consult with the Department of Com- 
merce and Labor and any other interested federal 
departments or agencies and with state health de- 
partments. ...” 

In Washington, the survey headquarters is located 
in the PHS division of public health methods, of 
which George St. J. Perrott, Ph.D., is director. There 
a small permanent staff, now numbering 28, operates 
directly under Dr. Linder. Assistant director is 
Theodore D. Woolsey, and the medical adviser is 
Dr. Alice M. Waterhouse. 

While PHS people do much of the statistical 
work, household interviews in the field are con- 
ducted by the Bureau of the Census. In each of the 
bureau’s 17 regional offices one person is assigned 
responsibility for the health survey. The basic plan 
is as follows: 

For the country as a whole, 372 “primary sam- 
pling areas” have been designated—spotted on the 
map at locations that have been determined to be 
representative. Each comprises a county, two or 
three contiguous counties, or a city and its suburban 
areas. These primary sampling areas in turn are 
divided into selected smaller areas, or segments. 

In the smallest areas utilized, each housing unit 
is marked on a map, then listed for use of the inter- 
viewer in his calls. 

Now the stage is almost set for the national health 
survey interviewers, 135 for the entire country, to 
_ start their doorbell ringing. But first each house on 
the list receives a letter from the Census Bureau. It 
briefly explains the purpose of the survey; then, to 
win the cooperation of the family, states: 

“This month the address of your dwelling place 
is one of those chosen, and you will be visited by a 
Census Bureau interviewer within the next week or 
two. The interviewer will ask you a number of 
‘questions about the health of the members of your 
family, particularly about the illness and injuries 
you have had in recent weeks. Your cooperation in 
helping complete the questionnaire will be very 
much appreciated. 
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“The information you give will of course be held 
in confidence. We have the assurance of the Public 
Health Service that the information will be seen 
only by authorized agers of the two agencies 
that nothing will be published except statistical 
summaries in which no individuals can be iden- 
tified.” 
The interviewers who then go into action have 
been carefully trained by the Census Bureau to use 
various psychological devices to obtain information 


' that is both complete and accurate. Their jobs are ‘ 


— but not full time; many of them are 
ousewives. Generally they are college graduates, 
or have had sound high school training. 

Early this year a pilot survey was made to learn 
how the system would operate in the field. Later, 
a broader “dry run” was made. In July the survey 
started officially. 

The survey shea was called into action 
in advance of its schedule. Because of the Asian 
influenza epidemic, Surgeon General Burney asked 
the survey to extract from its early findings any 
pertinent information on incidence of colds, sore 
throats, influenza, or similar diseases severe enough 
to put people in bed for a day or more. The survey 
came up with the information that in the first week 
in October probably 8,500,000 persons had such 
illnesses and that on the average day of that week 
about 2,500,000 were confined to bed with such 
complaints. 

The interviewer is equipped with an imposing 
and complicated form, with space for answers to a 
score of questions that seem to have little bearing 
on health or medical care. For instance, the inter- 
viewer will ask specifically if there are any other 
living quarters on the premises. This is so everyone 
at the location will be counted—including the neu- 
rotic uncle who might be hiding in the attic. He 
belongs in the survey, too. 

There is a question on level of education. This 
has more direct relationship to medical conditions: 
It is known there is a correlation between education 
and good health. But what degree of correlation? 

In preparation of the questionnaire, some officials 
were hesitant to include a question on race. The 
objections were overruled because some diseases are 
more prevalent among Negroes than white. The 
important question is, how much more prevalent? 

In the medical section a number of “probing ques- 
tions” appear. For example: “Last week or the week 
before did you feel any ill effects from an earlier 
accident or injury?” The assumption would seem 
to be that a high percentage of people have aches 
or pains associated with an earlier condition. But 
sampling experience has shown that unless this type 
of provocative question is used, too many people 
forget or at least do not mention a significant num- 
ber of old illnesses. 

Questions have been limited to a two-week pe- 
riod, not because there is anything magic about 
two weeks, but because this has been decided on as 
a reasonably good period. Most people will recall 
(Continued on page 78) 
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an injury or illness within two weeks, but as the 
time is extended their memories play more and 
more tricks. 

After the “probing questions” about health, more 
specific information is asked about illnesses, im- 
pairments, and accidents, such as: 

“What did the doctor say it was—did he use any 
medical terms?” 

“What part of the body was hurt? What kind 
of injury was it? Anything else?” 

“Can you read ordinary newspaper print with 
glasses?” (If eye trouble. ) 

Questions concerning hospital stays are designed 
to establish just how long the patient was hospital- 
ized, the reasons for hospitalization, and whether 
surgery was performed. 

Accident questions include information on when 
the mishap occurred, whether in the home or in con- 
nection with a motor-vehicle, while on or off the job. 

The medical care questions start with the broad 
inquiry, “last week or the week before did anyone 
in the family talk to a doctor or go to a doctor's 
office or clinic?” 

Then the specifics: “What did you have done, 
how long since last seeing a doctor, where did you 
talk to the doctor, how many times did you see 
him?” 

A section is given over to establishing the amount 
of time missed from job or school because of illness 
and accidents. “How many days in bed, did this 
condition keep you from job or business?” and “how 
many days kept inactive in last year for chronic 
conditions?” 

As a final step, the party interviewed is asked to 
look at a number of check-list cards. Two of these 
list chronic conditions and impairments, and by 
jogging the person’s memory about conditions he 
may have forgotten to mention, they may produce 
an additional dividend of information. Five of the 
remaining cards in various ways define degree of in- 
activity because of the condition. The final card is a 
check-list of income, inserted in the survey, as was 
the question on education, to attempt to establish a 
more exact correlation between income and health. 

To a number of questions, the answers received 
in the home will be final—no check-back or verifica- 
tion from another source. These include time lost 
from work or school because of disability, days 
spent in bed, number of times physician or dentist 
was visited, level of education, details of an ac- 
cident. 

There are several reasons no plans are being 
made to check up on these responses: people gen- 
erally give accurate answers to such factual, non- 
medical questions, no feasible mechanism has been 
devised to test validity, and, besides, the statistics 
will not be presented to the public as the exact 
situation, but as what those interviewed said was 
the exact situation. 

The medical questions are something else again. 
Any physician knows that the patient's actual con- 
dition and what he thinks or wants to think of as 
his condition are not always the same. A dozen 
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factors may get the patient off the track: poor 
memory, absence of symptoms, natural ignorance 
of the meaning of medical terms, false pride or othe: 
social motivation, mental unbalance or hypochron- 
diac tendencies, appeal for sympathy from a 
stranger, etc. 

The remedy is easy to discover, if not so easy to 
apply. Take a limited sampling, ask the same ques- 
tions, then request the interviewee to come in for a 


- diagnostic examination, as complete as feasible. This 


would be of value in two ways: 

1. It would develop information on the preva- 
lence of chronic diseases with a thoroughness that 
the household questionnaire could not match. 

2. It would offer a nationwide indication of what 
medical examinations have found the health of the 
people to be, for comparison with statistics on what 
the people think is their medical condition. 

These diagnostic examinations will be started as 
soon as practicable—possibly within two years—but 
meanwhile the statisticians are learning that setting 
up the machinery for medical examinations, and for 
evaluating the data, presents a complicated task. 
An example of just one problem that is troubling 
the survey people: if the data are to be reliable, 
the examinations themselves have to be pretty well 
standardized. But how do you go about standard- 
izing examinations that are to be conducted by 
hundreds of doctors in sampling areas scattered all 
over the country, in cities, towns, farm areas? 

Survey officials list the following major unsolved 
problems in arranging the medical examinations: 

1. How to conduct a medical examination that, 
when applied by different groups of physicians to 
different groups of patients, can be expected to pro- 
duce validly comparable results for a range of 
diagnoses, 

2. How streamlined can one make an examination 
in terms of time, cost, and effort before diminishing 
returns seriously affect the usefulness of the results? 

3. How to persuade an adequate percentage of a 
representative sample to submit to an examination. 

4. How to organize and administer a program 
for the conduct of the specially designed medical 
examinations in units located throughout the coun- 
try. 

To attempt to get the answers, the survey has 
made contracts with two organizations for pilot 
studies, and more research is contemplated. The im- 
portant point is that the survey directors recognize 
that diagnostic examinations, under medical super- 
vision, must be made an integral part of the oper- 
ation. 

Whereas the survey questionnaire will be applied 
to about 100,000 persons a year, the plan is to con- 
duct medical examinations on 5,000 adults a year for 
three years, then on the same number of children 
for three years. 

Instead of going back and testing some of the 
same persons interviewed, the diagnostic exam- 
inations will be made on a separate sample designed 
particularly for this aspect of the survey. First, the 
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same household interview will be completed on 
these people, then they will be asked to report in a 
few days for the medical examination. 

Smaller studies already made are evidence that in 
some situations there will be wide discrepancy be- 
tween what the interviewer is told and what the 
doctor learns about the patient by medical exam- 
ination. 

For example, heart disease has been “badly under- 
reported” to interviewers, pene because it had 
not been detected medically. Also, medical exami- 
nations disclose many more cancer cases than ap- 
pear on the finished questionnaire, eer ed 
explained in part by a reluctance to talk about this 
disease. 

Mental illness is not reflected in the written 
answers to questions the way it is in medical ex- 
aminations, and, for obvious reasons, people gen- 
erally do not report venereal disease, even when 
under treatment. Diseases of the prostate are also 
underreported. 

Getting a uniform test set up is one thing. Getting 
people to come in and take it is another—even when 
given at no cost to themselves and with baby sitters 
furnished on request. Mr. Woolsey, as a statistician, 
is concerned about this, since a substantial response 
is necessary for validity of findings. 

Asked what an acceptable percentage would be, 
he said: “If fewer than 60% are willing to come back 
to see the doctors and take the tests, we would be 
in trouble. We would not like ta use the results of 
such a response. If 60% to 70% come in we would 
still have some concern. An 80% response would be 
better than other studies have produced. However, 
because there is little statistical data on medical 
examinations, we are prepared to tolerate a response 
rate lower than we would accept for other studies.” 

The staff already is trying to devise some way to 
bring up the resporise, but there is nothing in the 
history of medical surveys to encourage them. A 
survey made in Baltimore—using a questionnaire, 
followed by actual medical examination—had a re- 
sponse of less than 63%. A study in Pittsburgh had 
a low rate for diagnostic examinations. One made in 
Hunterdon County, New Jersey, wound up with an 
encouraging 72%, but a high percentage of the peo- 
ple came in to the clinics only after a long period 
of time, so long, in fact, as to put the final results 
in question. 

What to do? 

Right now the survey people are looking for help. 
They want to interview people who have failed to 
take a free examination on invitation. From them, 
perhaps, they can learn what things they have to 
know about psychology—why is it that these people 
did not respond? Do they stay away because they 
know they are seriously ill? Do they feel their role 
is not important? Too busy? 

Whatever the answers, once they are known some- 
thing can be attempted. Then the survey findings 
can reflect not only what the people think they are 
suffering from, but what physicians and medical 
technicians have found they are suffering from. 
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When the survey legislation was in Congress, the 
American Medical Association supported it fully, 
at the same time pointing out that the study must be 
so planned and executed as to have the full con- 
fidence of the profession and the public. 

Subsequently, survey officials consulted with the 
staff of the A. M. A.’s Council on Medical Service, 
and a Council member, Dr. Henry B. (Hank) Mul- 
holland, is on Dr. Linder’s medical advisory com- 
mittee. 

Talking of the survey and its problems, Dr. 
Linder says he thinks it may eventually result in 
“fundamental and subtle” changes in medical re- 
search and thinking. “It seems to me we could well 
concentrate more of our time and interest on the 
people who are living with diseases,” he explains. 
“This survey is a move in the right direction because 
it represents the first serious and sustained effort 
nationally to measure the toll in human misery taken 
by disease. In public health work the principal kill- 
ers, or the dramatic diseases like polio, have mo- 
nopolized the spotlight. Perhaps now we can better 
assess the effect of some of the other medical prob- 
lems that afflict us.” 

Dr. Linder believes the medical profession will 
be particularly interested in some of the dividends 
the survey will be able to pay out—the bits and 
pieces of information that for the first time will be 
made available. 

For instance, how much medical advice do doc- 
tors on the average give over the telephone? Each 
one knows what proportion of his own time is spent 
talking with patients by phone, but does he use the 
phone more or less than other doctors? The survey 
will have this information, based on nationwide in- 
dications from patients. 

Also, for physicians as a whole, how do office 
calls compare with home calls? Some doctors may 
well discover they are making twice or three times 
as many home calls as the average practitioner. The 
survey will be able to make a comparison between 
home and office calls. 

Of more importance, how many people who 
should see a doctor fail to do so? Of these, what 
percentage stay away because they do not know 
they have a condition serious enough for treatment? 
What percentage know they need medical care, but 
do not get it? Also, which diseases or conditions are 
people most apt to suffer in silence? 

Although he already has all the problems any one 
man needs, Dr. Linder is looking ahead to a time 
when the survey will produce even more informa- 
tion of direct benefit and interest to the individual 
physician. He hopes that a broad panel of doctors 
can be set up, doctors who agree to furnish the 
survey with specific information when asked, From 
this would come a picture of the composite general 
practitioner—anything about his professional life 
and practice that questions could produce. The 
same information would be available about the 
composite specialist. 

“We are really just getting a start,” Dr. Linder 
says. 
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RESIDENT PHYSICIAN WANTED--FOR GENERAL 
ve ideney im aceredited 200 bed general hospital in cen- | 





val Pennsylvania; excellent opportunity for intern regis- 
tered in State of Pennsylvania to gain further, much | 
need 1 experience. Communicate with: Administrator, | 
Lewistown Hospital, Lewistown, Pennsylvania. Dd 
WANTED—RESIDENTS IN DERMATOLOGY; OPEN- | 
ings for one year availabie July 1, 1958; minimum of 
$100 per month with full maintenance. Apply: Henry H. | 
Perlman, MD, Acting Medical Director, The Skin and 
Cancer Hospital of Philadelphia, 804 Pine Street, Phila- 
ielphia 7, Pennsylvania. D| 
SENIOR INTERNS—2 $300 MONTH: 225 BED moo. | 
ern hospital; 30 minutes from New York City; position | 
involves some responsibility, also clinical work; 10 jun- | 


ior interns at present; appointment to start June or 
july for 6 months or | year. Write for admission at St. 
Elizabeth Hospital, Elizabeth, New Jersey. D 


WANTED PATHOLOGY; FOURTH YEAR RESI- 
dency available now; opportunity for permanent posi- | 
tion as associate pathologist the following year, Chica- 

go; approved four years anatomic and clinical pathol - 

220 autopsies, 3500 surgicals at present; new addi- 


A under construction. Box 5194 D, % AMA. 
WANTED — A RESIDENT FOR TWO YEAR AP- 


proved anesthesiology service for 400 bed teaching hos- 
pital in New York City; we require graduation from 
an approved medical school and an approved intern- 
ship; we provide full maintenance; uniforms and $125 
per month. Write: Box 5197 D, % AMA. 


PATHOLOGY RESIRENCY APPROVED — WANTED 
immediately a third or fourth year resident in pathol- 
ogy; Salary $350 to $450 depending upon experience. 
Write: J. D. Kirshbaum, MD, Pathologist and Di- 
rector of Laboratories, San Bernardino County Hos- 
pital, San Bernardino, California. D 


PATHOLOGY RESIDENCY—OPEN, JULY 1, 1958; SAL- 
ary first year $250 per month; no maintenance; appli- 
eant must have American or Canadian citizenship. 
Write: Dr. William V. hare, Department of Pathology, 
University of Mississippi Medical Center, Jackson 6, 
Mississippi. D 


\PPROVED THREE YEAR UROLOGICAL RESIDENCY 

Assistant residency available July 1, 1958; 404 bed 
hospital; beginning salary $105 plus maintenance; Ap- 
ply: Superintenden}, Lincoln Hospital, 320 Concord 
Avenue, Bronx 54. ‘New York. D 


OBSTETRICS-GYNECOLOGY—-TWO JUNIOR ASSIST- 
ant residency positions open for one year only; 8 months 
of obstetrics, 4 months of gynecology. Apply to: Execu- 
tive Director, Jewish Hospital, 555 Prospect Place, 
Brooklyn, New York. D 





INTERNS WANTED-—-BEGINNING JULY 1, 1958; 245 
bed general hospital*+; rotating service; all services 
very active; salary $100 per month plus full mainte- 
nance. Evangelical Deaconess Hospital, 4229 Pearl Road, 
Cleveland 9, Ohio. D 


PATHOLOGY RESIDENCY—APPROVED RESIDENCY 
July 1, 1958; 300 bed general hospital*+; populated 
residential area adjacent New York City; salary $150 
monthly plus complete maintenance. Apply: Adminis- 
trator, Englewood Hospital, Englewood, New Jersey. D 


WANTED—RESIDENTS IN RADIOLOGY AND UROL- 
ogy; Board approved programs; positions available in | 
current year and for July 1, 1958. For full particulars 
write: Department of Medical and Surgical Care, Char 
ity Hospital*+, New Orleans, Louisiana. D 


RADIOLOGY—THREE YEAR APPROVED RESIDENCY 
is available with affiliation with University of Chicago 
Hospital; stipend $2,840, $3,195, $3,550; vacancy Janu- 
ary, 1958 and July, 1958. Apply: Manager, Veterans 
Administration Center, Wood, Wisconsin. Dd 


APPROVED RESIDENCIES 
3 years; pathology, 2 years; 
tjoard Certified specialists; 
hospital*+. Apply: Executive 
Center, Jacksonville, Florida 


INTERNAL MEDICINE, 
*hiatry, 2 years unde 
5 bed county general 
Director, Duval a 

) 





EXCELLENT APPROVED RESIDENCY IN ANESTHE- 
siology available at Veterans Administration Hospital, 
Denver, Colorado; affiliated Colorado University School 
of Medicine; salary $2,840; citizenship required. D1 
F. J. Rachiele, Director, Professional Services. D 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern men- 
tal hospital*; excellent teaching program therapeutic 
procedures; $5,280 to $6,600. Box 5198 D, % AMA 


WANTED — JANUARY 1ST; GENERAL RESIDENT 
for 120 bed private general hospital; stipend $450 per 
month plus full maintenance. Write: P. O. Box 3149, 
MeMillan Hospital, Charleston, West Virginia. D 


PSYCHIATRIC RESLDENCY APPROVED; STATE! 
hospital with university affiliation; American graduate 
only; male or female; position open now; $9,600 plus 
maintenance. Box 5123 D, % AMA | 


RESIDENTS—APPROVED 1 TO 3 YEARS PHYSICAL 
medicine and rehabilitation; large eastern mé@dical cen 


ter+ with active teaching program. Box 2710 D, % 
AMA 
PARTNERS WANTED 
BUSY GENERAL PRACTITIONER -MANAGER MOD 


erm 25 bed hospital in thriving Washington State indus- 
at town; desires internist and surgeon for partners. 
\pply To: Box 5179 F, % AMA. 


LOCUM TENENS WANTED 


LOCUM TENENS—RADIOLOGIST WANTED FOR A| 
lionth now and August; hospital practice; resort area | 
on Lake Erie; boating, hunting,’ fishing with adequate | 

1¢ to enjoy it. Box 5214 G, % AMA. 
| 


LOCUM TENENS WANTED—UNTIL JULY BY YOUNG | 
Class A medical school graduate with 1 year radiology, 
- years rural general practice; Ohio and California 

nse. Occupant, 18797 Whitney, Berea, Ohio. G 


| 
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HYDROCHLORIDE 


(Methamphetamine Hydrochloride, Abbott) 
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THE SYMPATHOMIMETIC AMINES HAVE BEEN 
found of value, when administered under the supery mon 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in thes conditions & 
the production of anorexia, which w felt to be due to the 
effect of the drug on the central nervous system, probally 
on the anterior lobes of the cerebrum. In addition to curbing 
the appetite, Desoxyn imparts a feeling of well-being and 
increases mental and physical activity in such a way as to 
relieve the feeling of frustration and boredom which ts often 
the underlying factor in overeating 


SMALLER DOSAGE, LONGER EFFECT—IT 18 GEN- 
erally agreed that d-desoxyephedrine, milligram for mill- 
gram, is somewhat more potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer 
Doses exceeding those recommended may produce ade 
effects that counteract the benefits of stimulation. With 
ordinary doses, little or no significant pressor effect has 
been observed 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
physician in conjunction with the prescription of a general 
hygienic regime and a special dict 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the drug is desired, as adjunctive therapy in an obesity 
program, Desoxyn should be administered one-half to one 
hour before meals. In other instances the anoretic effect 
of the drug might not be desired Desoryn 
should be administered with meals or after 
meals 

Orally, the initial dose should be 2.5 to 5 me 
times daily. Larger doses may be required in some 
and should be arrived at cautiously. They may be continued 
as long as the desired beneficial results accrue and there are 

no untoward effects. Individual oral doses in excess of 10 

. are likely to produce undesired cerebral stimulation 

A) Pdication_is mmended after 4 p.m. or at night, 

ay Aeeembility that the drug may interfere with 

A tient is unable to sleep at night, the afternoon 

uitted or the excessive stimulation counter 
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CATIONS: DEPRESSIVE STATES 
hloride is indicated for oral administration 
of narcolepsy and in cases of mild depres- 
or aggravating prolonged 
or the menopause. A feeling of well-being 
gy will generally be produced in the 
nervous tension and may aid in secur 
ore sper ifie the rapy 

mave also been reported 
ine hydrochloride aS at 


iliness, con 


ollowing the 
mijunct to 


mneephalitic Parkinso yndrome, 
generally in conditions for which 
been of benefit 

ic depressions, as well as in mild 


oxyephedrine hydrochloride may 
the patient but will not affect the 
e drug has not been of benefit in 
nia gravis 


S—DESOXYN HYDROCHLO- 
should be used with caution in 
ular disease, thyroid disturbance, 
or in persons of advanced ag The 
also in neurotic or hyperexcitable 
have shown sensitivity to ephedrine 
neces. 


PRODUCES EFFECTS SIMILAR 
acemic amphetamine. Like the latter, 
mmoodsencreases the urge to work, imparts a 

ed efficiency and counteracts sleepiness and 
fatigue in most persons, It does not produce 
narked peripheral pressor effects of ephedrine, 
arge doses. 


ySWIFT—ONSET OF EFFECT WITH DESOXYN 
rs in from 20 minutes to one hour. The duration of 
jon of a single dose of 10 mg. orally varies from six to 12 
Mours, though in exceptional cases effects may be noted for 
as long as 36 hours. Sleep is disturbed the night following a 
dose of 10 to 15 mg. at breakfast in some subjects. By 
dividing the dosage, insomnia may usually be avoided. The 
drinking of coffee increases the effect of the drug. Intensity 
of stimulative effect is somewhat greater in norma! than in 
»pressed or alcoholic persons 


BLOOD PRESSURE, PULSE RATE AND RESPIRATORY 
rate usually are only slightly or temporarily afiected, unless 
oral doses exceeding 10 to 15 mg. daily are taken 


THE PARENTERAL ADMINISTRATION OF DESOXYN 
Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia, Its use is sug- 
gested to combat acute hypotension during surgical opera- 
tions and for preoperative administration, particularly be 
fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the truc sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
norma! subjects may be induced to use it in excess for rehef 
of fatigue. Tolerance to the drug is not developed, The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects 
Withdrawal of the drug may thus be rendered imperative 
Administration of Desoxyn should be under the constant 


supervision of a physician. 
o12?6s 











athlete’s foot 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine applicatior: 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT and SOLUTION 
Buffered at pH 6.5 





fast relief from itching 
prompt antimycotic action 
continuing prophylaxis 







For most effective and convenient therapy and 
continuing prophylaxis, use Desenex as follows: 


AT NIGHT the Ointment (zincundecate) — 1 oz. 
tubes and 1 Ib. jars. 


DURING THE DAY the Powder (zincundecate) — 
1% oz. and 1 Ib. containers. 


AFTER EVERY FOOT BATH the Solution (undecy- 
lenic acid)—2 fi. oz. and 1 pt. bottles. Use only 
when skin is unbroken. 


In otomycosis, Desenex solution or ointment. 





Write for free sample supply to Professional 
Service Department. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. @ Belleville 9, N. J. 
PD-71 
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PATHOLOGIST . EES ; INSTITU- 
tional experience and_ responsibility; energetic; con- = a 
genial; university hospital trained; clinical pathology; GENERAL PRAC ‘TITIONER — 10 YEARS EX! 
anatomical pathology; also Ph.D.; military fulfilled; 
married and family; desire location California and 
southwest; including Texas; desire private practice or oe .° - 
association private hospital; partnership or group on Box 5226 1, % AMA. 


with established surgeon or surgical group; now com 


ORTHOPAEDIC SURGEON-—-37; BOARD CERTIFIED later date. Box 5220 I, 
1956; desires location for practice as associate or in- . 
dependent. Box 5223 I, % AMA. (Continued on page 85) 











ence; 33; family; veteran; AAGP; California license; 
capable of ge neral surgery and obstetrics-gynecology ; : “ee 
desires association with group in Southern California. | pany, Inc., 330 W. 42nd St., New York 36; 9 


enMatin ‘take cine gasses a - Farringdon St., London, E. C. 4, England; 
realistic basis also — Jle; complete details re- PATHOLOGIST—AVAILABLE IMMEDIATELY: CLIN- Spadina Rd., Toronto 4, Canada, 1957. 


second year level: pasting pomaney 1, 1958 or 
AMA 


med. J. H. Schultz. Paper. 19.50 marks. Pp. 
Urban & Schwarzenberg, Thierschstrasse 1}, 


M.D., F.A.P.A. Second edition, Cloth. $6.25. 


Spadina Rd., Toronto 4, Canada, 1957. 





The Healing of Wounds: 


London, E. C. 4, England; 253 Spadina 
Toronto.4, Canada, 1957. 


Belfast, Ireland. Tenth edition. Cloth. $3. Pp. 


Aves., Baltimore 2], 1957. 


Canada, 1957. 


ment of Harper & Brothers), 49 E. 33rd St., 
York 16, n. d. 


Company, Mount Royal and Guilford Aves., 
more 2, 1957. 


By Alexander G. Korol. Cloth. $8.50. Pp. 


John Wiley & Sons, Inc., 440 Fourth Ave.., 


Strand, London, W. C. 2, England, 1957. 


McGraw-Hill Book Company, Inc., 330 W. 


Canada, 1957. 


quested. Hox 5316 I, % AMA. ical and anatomical pathology. Board Diplomate: =: 
GENERAL SURGEON-—BOARD ELIGIBLE; AGE 34; an) “focaity and. any. ethical director ; desires position: Medizinische Chemie fiir den kKlinischen wn! 
married; military service completed; desires association sidered. Box 5089 1, % AMA theoretischen Gebrauch. Von Prof. Dr. Karl Hin: 


pleting fourth year of surgical training; available July, OB STETRIC IAN- GYNECOLOGIST — BOARD CERTI- . 
consider other ‘eastern United States locations, Box | et {elt years, medical school faculty; private prac. | Cloth. 78 marks. Pp. 1149, with 184 iMhustratio 
conssGer oT Cane ed States 10% Ss. o tice; decires association with group; individual or T . . » iers : Mu- 
5204 1, % AMA. teaching school. Box 5213 lL % AMA. Urban & Schwarzenberg, Thierschstrasse 11, jose 


SURGEON: MD, HARVARD; 6 YRS SURG RES IN- OBSTETRICIAN-GYNECOLOGIST—33; BOARD QUAL- - aad "ss , steric vi 
cluding year, radical surgery, 3 yrs post-graduate work; ified; university trained; experience in abaiies: de. | Many; Frankgasse 4, Vienna IX, Austria, 1957. 
2 years, surgeon, USAF hospital; 1 year private surger; sires position Gulf ¢ oast states, Florida, group or as- -* 
pract ; well-qualified direct tumor clinic oF  chiefahp, sociation, Box 5019 I, A. Manual of Pharmaceutical Law. By Willia! 
grp or hosp; any locality; Diplomate; middle 30's. . : . toe : > 
Woodward Medical Bureau, 185 N. Wabash, Chicago. WANTED—RESIDENCY IN INTERNAL MEDICINE; Pettit, Lecturer in Pharmaceutical Jurisprudenc 


any| University of Pittsburgh, Pittsburgh. Second edi 


tion. Cloth. $4.50. Pp. 303. The Macmillan 
pany, 60 Fifth Ave., New York 11, 1957. 
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¥iandbuch der Neurosenlehre und Psychother. 
pie. Lieferung 2. [Band II: Spezielle Neurosep. 
lehre.] Herausgegeben von Professor Dr. med. 
phil. Viktor E. Frankl, Professor Dr. phil. Dr. meq 
Victor E. Freiherr v. Gebsattel, und Professor p; 


nich 26; Meinekestrasse 13, Berlin W. 15, Ger. 
many; Frankgasse 4, Vienna IX, Austria, 1957. 


Psychiatry and Catholicism. By James H. Vap. 
derVeldt, O.F.M., Ph.D., Professor of Psychology 
Catholic University of Ame rica and Trinity College. 
Washington, D. C., and Robert P. Odenwald 


474. Blakiston Division, McGraw-Hill Book Com 
pany, Inc., 330 W. 42nd St., New York 36; 95 
Farringdon St., London, E. C, 4, England; 253 


A Symposium on Re. 
cent Trends and Studies. Edited by Martin B. Wij. 
liamson, Ph.D., Professor of Biochemistry, Stritc) 
School of Medicine, Loyola University, Chicago, 
Cloth. $7. Pp. 202, with illustrations. Blakistoy 
Division, McGraw-Hill Book Company, Inc., 
W. 42nd St., New York 36; 95 Farringdon St. 


Aids to Diagnosis and Treatment of Diseases of 
Children. By F. M. B. Allen, M.D., F.R.C.P., Nuf- 
field Professor of Child Health, Queen’s University, 


Bailliére, Tindall & Cox, 7-8 Henrietta St., Covent 
Garden, London, W. C. 2, England; [Williams & 
Wilkins Company, Mount Royal and Guilford 


Modern Trends in Neurology (Second Series). 
Edited by Denis Williams, C.B.E., M:D., D.Sc., 
Neurologist, St. George’s Hospital, London. Cloth 
$13.50. Pp. 350; 24, with 80 illustrations. Paul B 
Hoeber, Inc. (medical book department of Harper 
& Brothers), 49 E. 33rd St., New York 16; Butter- 
worth & Co., Ltd., 1367 Danforth Ave., Toronto 6, 


Text-Book of Orthopaedic Medicine. Volume |: 
Diagnosis of Soft Tissue Lesions. By James Cyriay, 
M.D., M.R.C.P., Physician to Department of Physi- 
cal Medicine, St. Thomas’s Hospital, London. Third 
edition. Cloth. $10.50. Pp. 711, with 167 illustra- 
tions. Paul B. Hoeber, Inc. (medical book depart- 


Psychosomatic Ophthalmology. By T. F. Schlae- 
gel, Jr., M.D., Assistant Professor of Ophthalmol- 
ogy, Director of Research, Department of Ophthal- 
mology, Indiana University School of Medicine, 
Indianapolis, With collaboration of Millard Hoyt, 
M.D. Cloth. $11. Pp. 528. Williams & Wilkins 
Balti- 


Soviet Education for Science and Technology. 


Technology Press of Massachusetts Institute of 
Technology, 77 Massachusetts Ave., Cambridge 39 


York 16; Chapman & Hall, Ltd., 37-39 Essex St, 


Clinical Electrocardiography: The Spatial Vector 
Approach. By Robert P. Grant, M.D. Cloth. $7.50 
Pp. 225, with 95 illustrations. Blakiston Divisior 


St., New York 36: 95 Farringdon St., London 


BOARD CERTIFIED GASTROINTEROLOGY AND IN-| E, C, 4, England; 253 Spadina Rd., Toronto 4, 
ternal medicine; married; priority IV; Mayo trained 
research; fluoroscopy; endoscopy : liver’ biopsy; univer- 


SITUATIONS WANTED sity faculty; desires full time association, partnership, 

m4 or university United States or Canada. Box 5149 You Must Relax: A Practical Method of Reduc- 
I, % AMA. ing the- Strains of Modern Living. By Edmun 
*ERI- | Jacobson, M.D. Fourth edition. Cloth. $4.50. Pp 


269, with illustrations. McGraw-Hill Book Com- 


berg, und Prof. Dr. Dr. Konrad Lang. Third editior 


nich 26; Meinekestrasse 13, Berlin W. 15, 
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i FURADANTIN’ INTRAVENOUS SOLUTION 


BRAND OF NITROFURANTOIN 


“te often rapidly effective: 

‘ in systemic infections such as septicemia (bacteremia), peri- 
tonitis, and other bacterial infections as of postoperative 

ctor wounds and abscesses, when the organism is susceptible to 


io FURADANTIN ; in severe genitourinary tract infections when 
the patient is unable to take FURADANTIN by mouth. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving--even in infections which failed to respond to 
eet other antibacterials. It has been administered to adults and 
Pp children alike without serious toxic effects. 


s FURADANTIN I.V. solution is dissolved aseptically in a sterile 
‘ diluent at room temperature, just prior to use by intravenous 
drip only. Full dosage instructions and discussion of indi- 
cations and side effects are enclosed in each package. 
FURADANTIN I.V. is now available to all hospital pharmacies. 


NITROFURANS-—a new class of antimicrobials— 
onl I. 


und 


Mu- 
Ger- 
t neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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UNE WIBUGUIT Sub 





by E. K. H. 


A group of actors were sitting around with the 
late W. C. Fields during the making of his last 
picture. In discussing one thing and. another, talk 
finally got around to early days back home. 

“I come from a large family,” drawled Fields, 
reminiscently, “—and all the men were bearded.” 

There was a long pause, then, “Come to think of 
it, so were most of the women.” 

& 


An Englishman of nobility, just arrived in this 
country, noticed with dismay that his clothes had 
been attacked by moths. He stopped in at a drug 
store and asked the clerk what he could recom- 
mend against moths. He was given a large box of 
moth balls, which he took to his hotel. 

In a little while he returned for another box and 
a short while later, for still another. This time the 
clerk could not contain his curiosity. 

“May I ask what you are doing with all these 
moth balls?” he asked. 

“Well, my good chap,” answered his lordship, 
“You cawn’'t hit the little beggars every time!” 

. 


It’s Ken Murray's story about three racing fans 
who decided, on their way to the track, that a horse 
named Danny Boy was a sure thing in the first race. 

One of the men went out to make the bet but 
came back with tickets on Clover. “I ran into Sam 
Schultz,” he explained. “He got it straight from 
the horse’s mouth. Clover can’t lose.” 

Of course, Clover came in last while Danny Boy 
romped home first. 

In the next race, the three decided on “Hey 
There.” The first chap again went out to bet. Again 
he ran into Schultz, who said, “Hey There hasn't a 
chance, boy. Put it all on Cora Belle.” 

So our man changed all the bets. Cora Belle lost 
and Hey There won hands down. 

This happened in race after race. At the end of 
the day the frustrated trio pooled their resources 
—a matter of 30 cents. | 

“Well,” sighed one, “at least we can buy some 
peanuts. I’m hungry.” 

So our man disappeared. When he returned he 
had three bags of popcorn. 

He looked at the other two and shook his head 
hopelessly. “I met Schultz again,” he said. 


A visitor, fresh from the country, was given a 
letter of introduction to an actress in a New York 
show. 

Armed with the letter and a first-class case of 
shyness, the boy presented himself backstage and 
was invited into the actress’ dressing room. He 
kept gazing at her extremely tight-fitting gown. 

“W-what,” he blurted out, “keeps that d-dress 
from splitting open?” 

The actress smiled understandingly. “A city 
code,” she answered. 

* 


Two old friends ran into each other for the first 
time in several years. After the usual greeting, one 
of them said, “And how is the little woman —still 
as pretty as ever?” 

“Oh, yes,” was the reply. “It just takes her a little 
longer, that’s all.” 
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FirelockK> 


“John has a pational disease— 
he dislikes work!” 
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Good 


records are 
Fasy to keep! 


The Daily Loc for Physicians is a common- 
sense bookkeeping system that requires 
no special training—yet stops ‘“‘profit- 
leaks’’ and protects against tax troubles. 
Fully dated—looseleaf—inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction 
guaranteed. 

Regular Edition—one 36 line page a 
day, one volume, dated for calendar 
year 1958—$7.75. Double Log Edition 
—two facing pages of 36 lines for each 
day, two volumes, dated for calendar 


year 1958—$13.50. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


O10} £)','2 39 F) Fie 3188 =) F) t-) 88 Lem eles 


236 UNIVERSITY AVE. CHAMPAIGN, ILL. 
ES TL EE GAMER ER 8 I 


A Mutual Investment Fund 


Check (j#) for the prospectus 
and descriptive literature 
you would like to receive: 
UNITED SCIENCE FUND 
UNITED INCOME FUND 
UNITED ACCUMULATIVE FUND 


UNITED CONTINENTAL FUND 


WADDELL & REED, wwe. 


PRINCIPAL UNDERWRITERS 


Offices Coast to Coast 


20 WEST 9th, KANSAS CITY 5, MO. 
40 WALL ST., NEW YORK 5, N.Y 
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(Continued from page 82) 


| GENERAL SURGEON--CERTIFIED: FACS: UNIVER- 
sity hospital training including subspecialties ; six years 
active ctice since certification; military completed ; 
single ; basic science certificate ; available within 2 
months. Box 5178 1, % AMA 


| 


trained; Board eligib! tion pending; therapy, 
diagnosis, isotopes ; ‘ . on or hospital prac- 
tice ; midwest, south we Mountain area; avail- 
able July, 1958. Box 517 
PATHOLOGIST CERTIFIED 
clinical pathology; nine years experience; thirties: mili- 
tary obligations completed; desires relocation; northeast 
preferred; will consider association or coverage of sev- 
eral institutions. Box 4¢47 1, % AMA 


ANATOMICAL AND 


INTERNIST CERTIFIED; FAMILY ; 
enced director of medical education; teaching; admin- 
istration; practice; military service completed; special 
training arthritis, psychiatry; research; desires challeng- 
ing opportunity; expensive. Box 5138 I, AMA 


| RADIOLOGIST MARRIED; UNIVERSITY 
| EXPERI- 
' 
| 
| 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, publie 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago I 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson; Director, 900 North 
Michigan Avenue, Chicago i 


SURGEON—32; UNIVER- 


desires association 
5181 1, 


GENERAL AND THORACIC 
sity trained; 6% years residency; 
with surgeon or group in midwestern city. Box 
% AMA 


‘; AGE 35 
; qualified ge and thoracic; 
no cardiac; Texas and Louisiana license. Box 5186 L, 


% AMA. 


FACS; NEARLY BOARD 
sires association with 
southwest or 
AMA. 


SURGEON—-38; 
Certified; part time instructor 
established clinic or group; preferably 
Hawaii; available July 1958. Box 5113 I, % 


GENERAL 


TETRICIAN -GYNECOLOGIST 
35; eategory IV; desires association with group or in- 
dividual in California. Box 5176 1, % AMA 


BOARD ELIGIBLE; 


PROFESSIONAL AND. TECHNICAL AIDES 


EMPLOYER PAYS FEE — THESE POSITIONS! 


(a) CHIEF: 
supv 5 in busy lab, hsp now expand’g to 200 bds; to 
$5200, | mo vacation, pd conventions; N.Engl. (b) Calif 
| veg’d, elig; by ti-dr clin; resid suburb Los Angeles. 
(c) Female — to u's e chee 2-3 empl, orp 6 internists; 
| vesort area, city (d) Reg'’d only; vol gen 
hsp 150 bds, 7% "d JCAH; to $5400; trade, indus ctr, 
25,000; MW. (e) Reg’d: fully apprv’d gen hsp 
400 bds; min $3900; Ige univ elty; (f) Full yn 
lab, part time path; 100 bd apprv'd gen hsp; resid tw 
nr ige indus city; E. (g) 2 staff; reg’d, elig: very 1m 
n hsp, unit, univ med ctr; $3900 up; lovely city; Pac. 
(h) Ass’t chief; exp a tech to assist in supyv 12 
hs, busy lab. 200-bd gen hsp; to $4800; twn 30, 
W agric area. (i) CHIEF; supv 20, active lab supVv 
ard path; fully apprv’d, voi gen hsp 300 bds; excel sal, 
mo vacation ; twn 25,000 very nr impor univ med ctr; 
oodward Medical Personnel Bureau, 185 N. Wabash, 
icago. 


| WANTED—MEDICAL TECHNOLOGISTS: 


g=3 





| 
| 


LABORATORY SUPERVISOR EXPERIENCED MEDI- 
cal technologist, MT (ASCP) wit hinterest and ex- 
perience in supervision and teaching of Medical Tech- 
nology; excellent working conditions; meals at cost; 
good starting salary with ample advancement poten- 
tial; residency available in modern nurses home if 
desired. Appl Dr. I. Davidson, Mount Sinai Hos- 
pital*+, Chicago 8, Illinois. L 


WANTED — GENERAL 
(male) for employment with U. 
38 years of age; must be U. 8 
ence in medical field desirable ; 
laboratory procedures necessary; willing to serve over- 
seas; salary $4080 per annum plus allowances; request 
initial reply include pocteetepal background and mili- 
tary experience. Box 4069 L, % AMA 


MEDICAL TECHNICIAN 
3. Government; under 
itizen; military experi- 


HOSPITALS AND SANATORIA FOR SALE 


WONDERFUL OPPORTUNITY FOR PHYSICIAN; CON- 
valescent home fully equipped; now in operation; well 
located; changing neighborhood; can be converted into 
— and clinic; price reasonable. Box 5105 O, % 
AMA. 


HOSPITAL FOR SALE—30 BED ULTRA MODERN 
Hospital and clinic in booming Titusville, Florida next 
to guided missile base; suitable for three or more doc- 
tors; easy terms. Box 4845 0, % AMA. 


PRACTICES FOR SALE 


CALIFORNIA—GENERAL PRACTICE; DOWNTOWN 
fully equipped office; lease; San Francisco Bay area; 
require $5,000 cash; balance over three years from in- 
come; reason for leaving, further training. Box 5202 P, 
Yo AMA. 


CALIFORNIA — GENERAL PRACTICE NEAR LONG 
Beach; grossing over $50,000; assume lease or may 
purchase home and well equipped office; terms. Box 
5219 P, % AMA. 


(Continued on page 90) 





knowledge of X-ray and | 





\Vledrol 


The most active 





of all anti- 


inflammatory 
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Wyeth... 
Name to Remember 
in 
Cardiovascular 
Therapy 
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AN Ss Oo LYS E N® TARTRATE 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, and uncomplicated malig- 
nant hypertension. The action of ANSOLYSEN is potent, reliable, 
and prolonged. It lowers blood pressure, relieves symptoms, offers 
minimal by-effects. 









PURODIGIN* 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. Puropicin achieves and 


maintains digitalization with the smallest oral dose of all cardio- 


active glycosides. It offers high potency, complete absorption, 


steady maintenance, uniform action. 


THIOMERIN® sooium 


(Mercaptemerin Sodium) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial diuretics, is least 


irritant. 


WYAM I N E* SULFATE 


| Nd e CT | oO N (Mephentermine Sulfate) 


Indicated in acute hypotensive states not associated with hemor- 


rhage. Injection WYAMINE is an effective and predictable pressor 
agent. It may be used intravenously or intramuscularly for therapy 
of hypotension. 
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i The most active 
‘Roel 
anti-inflammatory 
steroids 2 


© Lower dosage (1/3*‘lower dosage 


; SO 
. than prednisolone Jo Gimelamicae 
(minimal sodium retention and 


Oastric irritation ) Upjohn 
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“Then, it’s not a very pretty 
picture, is it, Doc?” 


“Your trouble seems to be that while you were living it up §& 
you forgot that you also have to live it down! 
















cystoscopy 
catheterization 








Xylocaine Jelly is an excellent topical anesthetic for 
rapid, sustained relief and relaxation during painful 
urethral procedures. Its nonstaining, water-soluble 
base adheres instantly and intimately to urinary 
mucosa. Nonirritating and well-tolerated; facilitates 
instrumentation by lubricating as it anesthetizes. 
Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
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for better doctor-patient relationship 


XYLOCAINE® 


(brand of lidocaine*) 
eeeeveeoeoeeeneeee0ee2 6 


on. 6. maar. vseces JELLY acres 














at Lett... 
YOU CAN TURN OFF THE COUGH 


UNTIL MORNING... 


TUSSIONEX™ 


A ‘Strasionic’ Release Product « Dihydrocodeinone Resin—Phenyttoloxamine Resin 




















A SINGLE DOSE GIVES 
8-12 HOUR CONTROL 


through sustained ‘Strasionic’ 
release. 

Suppresses nighttime sleep-rob- 
bing, daytime distracting, use- 
less coughs without interfering 
with the protective cough mech: 
anism. 

Over 12,000 clinical observa- 
tions | 2.3.4 demonstrate its wide 
field of usefulness in ages rang- 
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EACH TUSSIONEX 
TABLET CONTAINS: 


5 mg. Dihydrocodeinone as a 
resin complex 
10 mg. Phenyltoloxamine as a 
resin complex 

Stock bottle of 100 


Now Available 
on Your Prescription 


EACH TEASPOON (Scc) TUSSIONEX 
LIQUID CONTAINS: 


5 mg. Dihydrocodeinone as a 
resin complex 
10 mg. Phenyltoloxamine as a 
resin complex 

Stock bottle of 16 oz. 


SUGGESTED DOSE: One tablet or teaspoon (Scc) q12h. Rx only. 


Class B taxable narcotic. 


STRASENBURCH 


d ionic) Release 





R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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FLORIDA — PRACTICE; BUILDING AND EQUIP- 
ment for sale; will accommodate 2 doctors; separate 
entrances; reasonable with terms; location very best; 
CBS [en in excellent condition. Box 5208 P, 
%o AMA. 


INDIANA — SOUTHERN; UNOPPOSED MEDICAL 
practice and industrial medicine contract for sale; good 
potentialities to expand six room house equipped for 
office and living quarters; immediate possession; terms 
if desired. Box 5124 P, % AMA. 


KENTUCKY — FOR SALE; LARGE ACTIVE PRAC- 
tice of prominent deceased surgeon, including fully 
equipped office and accounts receivable; opportunity of 
a life time for a fully qualified and accredited surgeon. 
Contact: Herman G. Handmaker, Marion E. Taylor 
Building, Louisvilie, Kentucky. P 


MISSOURI — COMPLETELY EQUIPPED TEN ROOM 
clinic; choice location: small town; will sacrifice due to 
illness; practice; real estate and equipment for reason- 
able offer; ggoss $50,000, Box 5013 P, % AMA. 


SOUTH DAKOTA—$40,000 VALUE FOR $25,000; $6,- 
000 will handle; 20 room clinic 17 years ‘operating; 
rural resort area; laboratory and x-ray; ideal 1 or 2 
MD’s. Hughes and Associates. Box 411, Charleston, 
Illinois. Pp 





TEXAS — GENERAL PRACTITIONER WANTED TO 
take over thriving practice in county seat town in 
West Texas; reasonably priced equipment; receptionist 

will remain; residency occupant plans. Box 5215 P, % 

AMA. 


WASHINGTON—ACTIVE OPHTHALMOLOGY PRAC 
tice and large new office building in medical area; 
equipment optional; beautiful Pacific northwest city; 
excellent sport area. Box 5203 P, % fA. 


WEST VIRGINIA — OPHTHALMOLOGIST TO TAKE 
over office and equipment in a well established practice 
in one of the best business cities in the United States. 
If anyone is interested, please contact: Mrs. Carl F. 
Breisacher, #41 Druid Place, Charleston 4, West Vir- 
ginia. P 

WISCONSIN — PHYSICIAN WANTED; LUCRATIVE 
general practice in south central Wisconsin community 
of 8,000; excellent hospital facilities; practice grossed 
over $37,000 by audit last year; office equipment for 
$5,000; could not duplicate for three times the amount; 
owner will help establish new man; act now as owner 
is accepting another proposition; a real opportunity. 
Box 5225 P, % AMA. 


APPARATUS ETC., FOR SALE 


SELL US YOUR X-RAY, MEDICAL AND HOSPITAL 
equipment; we buy anything from an office to a hospital; 
send your list of excess equipment for prompt attention. 
Medical Salvage Co., Inc., 217 E. 23rd St., New York, 
New York. Q 
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HLS COl ly i 


CADW LT 


Patients: Recorde 
PROFESSIONAL 


PRINTING COMPANY, IWc 
NEW HYDE PARK, N. Y 


LARGEST STOCK OF USED—RECONDITIONED AND 
surplus X-ray equipment in America—All makes ang 
models of diagnostic and therapy units, delivered, jp. 
stalled, guaranteed and service; write for details and 
new accessory price list. Medical Salvage Co., Inc., 217 
E. 23rd St., New York 10, New York. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRY. 
ments; available for’ physician, hospital, or laboratories 
Harry Wells, 400 E. 59th St., New York 22, New York. q 


FOR RENT 


FOR RENT — WELL PLANNED DOCTOR'S SUIT; 
overlooking lake; reception room and office area wit} 
connecting consulting rooms; ac and de current; rea 
sonable rental. Stevens Building, Chicago's “‘Complet 
shopping Center for Milady,’’ 17 North State—j 
North Wabash, De 2-7220 


SOUTHERN CALIFORNIA—SANTA ANA, MEDICAL 
center of Orange County, rapidly growing community 
with stabilized agricultural and industrial econom 
thirty miles southeast Los Angeles and ten miles fro 
Pacific; seventeen custom designed suites with privat 
entrances from landscaped court; filtered refrigerat 
and heated air thermostatically controlled; availab) 
March, 1958; brochures on Center, Santa Ana an 
Orange County available. Santa Ana Medical Cent 
2515 North Main Street, Santa Ana, California T 


ESTABLISH YOUR PRACTICE IN THE FASTEST 
growing area in southern California; 1800 persons p 
physician; 9 suites already completed: 10 under cor 
struction to be ready about September Ist. West Ana 
heim Medical Center, 9602 Orange, Anaheim, California 

1 


OFFICE SPACE AVAILABLE IN WELL ESTA 
lished medical building in downtown Beaumont; ful 
air conditioned. Apply to: Manager, Goodhue Building 
Beaumont, Texas. T 


REAL ESTATE FOR SALE 


FOR SALE — ILLINOIS; BUILDING AND CLINK 
Chicago area; well established, ground floor, fully 
equipped, x-ray, flueroscope, physiotherapy, laboratory 
emergency, reception rooms; modern living quarters uy 

stairs; terms or loan obtainable. Write: Box 5148 X 

AMA 





RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGH 
sold, radium applicator, owned-directed by physicial 
radiologist. Quincy X-ray — Radium Laboratorie 
Quincy, Illinois. ) 


FOR SALE—FIFTY MILLIGRAMS OF RADIUM ELI 
ment in five platinum needles, ten milligrams eac! 
price $750. W. T. Simpson, MD, Professional Building 

Winter Haven, Florida. y 


MEDICAL WRITING 


PROFESSIONAL MEDICAL WRITING SERVICES 
papers, theses, books, reviews, abstracts. Blue Pen 
Box 1516, Grand Central Station, New York 17, 
York. 

MEDICAL MANUSCRIPT EDITING SERVICE—NON 
commercial; manuscripts over 5000 words not accepte 
Americal Medical Writers’ Association, WCU Buildin: 
Quincy, Dlinois. 


PATIENTS’ RECORDS AND FILES 


ISTAC ANY p 


PRINTING * PATIENTS’ RECORDS 
BOOKKEEPING SYSTEMS « FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y 
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; But every doctor knows 
a better way is togoona 


Patients who are overweight because they 
overeat are likely to try all sorts of ways to 
postpone the only sound method for losing 
weight—i.e., adopting a balanced low-cal- 
orie diet. And no wonder ...many low-calo- 
rie diets are far from satisfying. 

This is where the satiety value of fat can 
be of great help. When an adequate amount 
of fat is included in the low-calorie diet, 











CRISCO 


ALL-VEGETABLE...IT’S DIGESTIBLE 


balanced low-calorie diet 


meals are more satisfying and hence more 
effective in helping the overweight patient 
to continue on his reducing regimen. 

In this connection, Crisco can play an im- 
portant role. This pure, all-vegetable short- 
ening is ideal for cooking. It also serves to 
make food more appetizing as well as more 
satisfying . . . and, hence, more valuable in 
fulfilling dietary requirements. 














A PRODUCT OF PROCTER & GAMBLE 
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BAY (oranne) 
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of all anti- 
inflammatory 
steroids 
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e Well tolerated 
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America’s original and oldest 
calorie-free liquid sweetene; 
1916 - 1957 


SWEETER THAN 
SUGAR - YET 
NO FOOD VALUE 





Doctors: suggest SUGARINE 
for diabetics, overweights, low calorie diets 


PURE - PLEASANT - ECONOMICAL 


GUARANTEED NON-FA 4 02. bottle 
TTENING only 75c 


AT FOOD STORES EVERYWHERE 


---THE PALMS--- 


Competent Ethical Services For 


EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 


Correspondence Confidential 
Rates Reasonable—-Terms If Desired 
me Work Available 
Adoptions through Juvenile Court 
WRITE OR PHONE 
6900 Van Nuys Bivd., Ste 2, Van Nuys, Calif. 
STATE 0-0266 


i MAKERS OF —s® 
FINE COSMETICS 


Quality of Ingredients and Suitability of Selections 
are two factors underlying the preparation of Cos- 
metics by Luzier. If you have any cosmetic prob- 
lems our sales organization will be happy to serve 


| you. 


LUZIER’S, Inc. e 
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Kansas City, Mo. 


/ 


Many articles in 
stock. Ask for free 
listing. 


We reprint any article 
from TODAY’S HEALTH 
upon request (minimum 
order 500 copies on 
special printings). 


REPRINTS 


Prices and information 
from 


Bureau of Health 
Education 

American Medical 
Association’ 

535 N. Dearborn St. 
Chicago 10 
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EVE: EAR, NOSE and THROAT 
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Aisles witnessing operations, demonstration of cases and cadaver 


lectures, 
demonstrations; operative ear, nose and threat on the cadaver; clinical and 
cadaver demonstrations in Sronehoseesy. laryngeal gad comaery fer taeee 
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peeinioal neure-anagomys ones of tt - ty, Th 
operatively in the wards and clinics. Attendance at departmental and general 
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: physical medicine; continuous instruction in 

cysto-endoscopic , a tf and operative instrumentai manipulation ; operative 
surgical clinics; demonstrations in the operative instrumental management of 
id other vesical iatnan Go aa ae Gola cdl teandlios: 

attendance at departmental and general conferences. 








NEW YORK POLYCLINIC MEDICAL SCHOOL AND HOSPITAL 


THE PIONEER POST-GRADUATE MEDICAL INSTITUTION IN AMERICA—ORGANIZED 1881 





For Information about these and other Courses, Address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 








DERMATOLOGY and SYPHILOLOGY 


A three year course fulfilling all the requirements of the American 
Board of Dermatology and Syphilolegy. Also seminars for specialists, 
for general practitioners, and in Dermatopathology. 


SURGERY and ALLIED SUBJECTS 


A two months full time combined surgical course comprising general surgery. 
traumatic surgery, abdominal surgery, gastroenterology, proctology, gynecological 
surgery, urological surgery. Attendance at lectures, witnessing operations, exam- 
ination of patients pre-oneratively and post-operatively and follow-up in the wards 
post-operatively. Pathology. reentgenclogy, physical medicine, anesthesia. Cadaver 
demonstrations in surgical anatomy, thoracic surgery, proctolegy, orthopedics 
Operative surgery and operative gynecology on the cadaver; attendance at de- 
partmental and general conferences. 

















Biochemical Contributions 
ENDOCRINOLOGY 


Experiments in Hormonal Research 


SIR CHARLES DODDS 


This book, by the leader of the British biochemists who 
pioneered in the development of synthetic hormones, is both 
a survey of the contributions biochemists have made to endo- 
crinology and a personal account of the author’s own 
distinguished work. $3.00 


STANFORD UNIVERSITY PRESS 
Stanford, California 


ALCOHOLISM 


An 











Important Problem 


Here is a series of six outstanding articles concerning one of our pres- 
ent day’s most pressing problems—ALCOHOLISM. Written by top- 
notch authors in the field of health education, all of these articles 
have appeared in TODAY'S HEALTH, published by the A. M. A., and 
are available in one booklet for only 50¢. The titles include: 


How fo Help a Problem Drinker. 
The Treatment of Alcoholism. 
Alcoholics Anonymous. 


The Conditioned Reflex Treatment. 
Alcohol and Cirrhesis of the Liver. 
Institutional Facilities for Treatment 


Write today for this interesting and informative series. 
Address your request to the 


ORDER DEPARTMENT 


American Medical Association 
535 N. Dearborn St., Chicago 10 





NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 













Care and a * WINNETEA, SLLENOSS 
treatment 
of emotional 


disorders 





po fp! Intermatic 
" SAMUEL LIEBMAN, M.D.,F.A.P.A 
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BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 














MATERNITY 


SECLUSION Est. 1909 


FAIRMOUNT 


Private sanitarium for the care of a limited 

number of unfortunate girls. Rates reason- 

able. In certain cases work given to reduce 

expenses. Certified obstetrician in —-. 

All adoptions, if desired, are 

the juvenile court of K. C. Early entrance 

advised. All correspondence confidential. 
Write or phone 

Grace Schroer, Supt. WA 3-3577 

4911 E. 27th St.—K. C., Me. 























SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


© Always Accurate ¢ Faster Count © Easy to Operate 
No more ted:ous computations. Five keys for five fingers of either hand 
and three smaller keys for the Schilling Hemogram : Stabs, Juveniles, and 
Myelocytes. Count, add and calculate to 100 in one minute without 
re: g eyes from pe. Price $75.00, black finish. 





THE MARBEL BLOOD CALCULATOR CO 
30 W. WASHINGTON ST., CHICAGO 2, ILL. 





Tested by TIME 
Proved by EXPERIENCE 








put a new ending 


Old King Hal has many modern counter- 
Parts: executives who entertain . . . husbands 
who like “good eating,” wives who serve 
“something different” . . . children who like 
“gooey” sweets. But for each the aftermath 


is often uncomfortable. 


With Gelusil tablets or liquid, however, you 
quickly, soothingly relieve acute and 
chronic excessive gastric acidity! Each tablet 
or teaspoonful provides 71/2 gr. magnesium 
trisilicate and 4 gr. aluminum hydroxide gel. 
And Gelusil helps you manage the gnawing 
pain of peptic ulcer, too. 
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on this old tale 


Gelusil stabilizes burning gastric acid within 
normal pH range, usually in minutes. 


* Gelusil works fast 
* Gelusil is long-lasting 


* Gelusil won’t constipate 


Your patients get nightlong, sleep-assured 
protection with new formula Gelusil-Lac. By 
combining Gelusil’s proven antacid action 
with the buffering effect of high-protein, low- 
fat milk solids, Gelusil-Lac prevents “middle- 
of-the-night” gastric pain! 


there's no laxative in Gelusil . . . Gelusil needs no laxative 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 


190 YEARS OF SERVICE 


To 


THE MEDICAL 


PROFESSION 








A DEMEROL 


>’ dosage form 
for every type 


of PAIN 


aveul +4 ° . -|. . . for prompt and prolonged control of severe pain 
oN AMPULS 1 cc. (50 mg.) 1.5 cc. (75 mg.) and 2 cc. (100 mg.) 


VIALS 30 cc. (50 mg:/cc.) 
- “ TABLETS 50 mg. and 100 mg. 
ELIXIR (50 mg. per teaspoonful) 









wat 6 Fee 


. . for preoperative medication, obstetric analgesia and amnesia 
Each 1 cc. contains 50 mg. Demerol HC! and 


0.2 mg. (1/300 grain) oe 


|. . for preoperative use, gastro-intastinal, biliary and. 
renal colic, acute cardiospasm a 
Each 1 cc. contains 50 mg. Demerol HC! Qing) 
0.2 mg. (1/300 grain) atropine sulfate. \ 









? 


Subject to regulations of the Federal Bureau of Narcotics. 





MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


you can help ease the return to normal temperature 


4 Tempra Drops 


Acetaminophen, Mead Johnson Syrup 


a physician-controlled 
antipyretic/analgesic in drop 


and teaspoon dosage forms 


¢ easy to give, easy to take 


» prompt and well-tolerated relief of fever, pain and 
discomfort 


* on & only—gives you better control of medication and 
dosage...gives parents added confidence 


References on Acetaminophen: 


(1) Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, 
ed. 2., New York, The Macmillan Company, 1955, p. 313. (2) Batterman, R. C., 
and Grossman, A. J.: Fed. Proc. 14:316, 1955. (3) Wallenstein, S. L., and Houde, 
R. W.: Fed. Proc. 13:414, 1954. (4) Flinn, F. B., and Brodie, B. B.: J. Pharmacol. 
& Exper. Therap. 94:76, 1948. (5) Mérner, K. A. H.: Ztschr. physiol. Chem. 
13:12, 1889. (6) Brodie, B. B., and Axelrod, J.: J. Pharmacol. & Exper. Therap. 
94:29, 1948. (7) Brodie, B. B., and Axelrod, J.: J. Pharmacol. & Exper. Therap. 
97:58, 1949. (8) Greenberg, L. A., and Lester, D.: J. Pharmacol. & Exper. 
Therap. 88:87, 1946. (9) Smith, P. K., in Drill, V. A.: Pharmacology in Medicine, 
New York, McGraw-Hill Book Company, 1954, 21/1-4. (10) Lester, D., and Green- 
berg, L. A.: J. Pharmacol. & Exper. Therap. 90:68, 1947. 
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